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HEART BLOCK—REPORT OF CASES* 


NY 
/ 


FE. W. Brrzer, M.D., 
Tampa. 
A voluminous literature has accumulated in 
recent years, concerning auriculo-ventricular 
conduction, due largely to the more general use 
of the electrocardiograph and the polygraph. 
The rapid development of graphic methods is 
one of the most interesting chapters of medical 
history. It has been said that usually a correct 
diagnosis can be made without the aid of elec- 
trocardiography in cases presenting arrhythmias, 
and undoubtedly this is true, but those who make 
this statement have acquired this skill through 
experience in working with graphic methods, 
and even they use electrocardiography to confirm 
the diagnosis. . There are, however, a certain 
number of cases, in which a correct <liagnosis 
can only be made by electrocardiography. It is 
largely to such studies that we owe our present 
knowledge of the subject of auriculo-ventricular 
heart block. 
Disturbances of conduction in 


and the bundle of His may be congenital or 


Tawara’s node 
acquired. Congenital heart block is a rare dis- 
ease and is usually associated with intraven- 
tricular septal defects. Abbott! collected 
from the literature sixteen cases. 
Such cases are most frequent- 


has 
It may be par- 
tial or complete. 
lv seen in infancy or childhood, and often are 
not characterized by a slow pulse rate. 

In rare cases, functional disturbances of con- 
duction have been reported. Such a case was 
reported by Meyer? in an athlete that was abol- 
ished by exercise and atropine. 

Temporary disturbances in conduction are 
noted as a toxic effect following drugs of the 
digitalis group. It has been shown by Hashi- 
moto® that histamin may have a similar effect. 
The effect of diphtheria toxin on conduction has 
been generally observed. 

It has long been known that disturbances in 
conduction have been encountered as a terminal 
Resnik and Lathrop* 
with 


event and in asphixia. 
have noted similar changes associated 
Cheyne-Stokes respiration. The writer observed 


*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4, 1928. 


a case of partial block in a case of nephritis with 
uremia in which the grade of block seemed to 
fluctuate according to the blood urea nitrogen 
content- Transient disturbances due to trauma 
have been reported by White’ and others. Taub® 
has reported a case with recovery following a 
grip infection. 

The most frequently encountered types of 
heart block are the arteriosclerotic, syphilitic and 
rheumatic. 

In arteriosclerotic cases, the lesion may be of 
gradual onset due to degenerative changes from 
an insufficient blood supply, or from embolism, 
or thrombosis. Willius’ has reported two cases 
with infarction of the interventricular septum. 

In syphilitic cases, the origin is through in- 
volvement of the arterial system. In rheumatic 
cases, the lesion may be inflammatory or embolic. 
Mahaim*® has reported two cases showing infil- 
tration or ulceration involving Tawara’s node or 
the bundle, without arterial involvement. 

The symptoms of heart block are Stokes- 
Adams syndrome and those of cardiac failure. 
Stokes-Adams syndrome is produced by periods 
of cardiac stand-still of varving duration. When 
they are of short duration only subjective feel- 
ings of discomfort and slight dizziness are pro- 
but when they are of longer duration, 
loss of consciousness and finally convulsive move- 


duced, 
ments of the muscular system occur. There are 
many cases, however, that do not present such 
attacks. One of the peculiarities of heart block 
is the loss of the acceleration of the heart beat 
during exercise. This, coupled with the slow 
rate usually present, produces a peculiar type of 
cardiac failure which is independent of the con- 
gestive type of failure with which it is at times 
There are cases that live in com- 
There 


associated. 
parative comfort and lead active lives. 
are others that are comfortable only when in- 
active. 

On physical examination in heart block, one is 
usually able to make a diagnosis by the slow 
pulse, the discrepancy between the jugular pul- 
sations and the radial pulse, or by the occur- 
rence of dropped beats. 

The association of other arrhythmias is fre- 
quently noted. Of these, the commonest is the 
association of premature beats, which may make 





INES, lowA 
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the diagnosis difficult without the aid of elec- 
trocardiography. The association of auricular 
fibrillation and block is not uncommon. Rarely 
encountered is the association of auricular flut- 
ter and heart block reported by Willius® in one 
case in 168 cases of auricular flutter. 

Certain grades of block may develop in ar- 
rhythmias with rapid rates as a protective me- 
chanism. Always some degree of block is pres- 
ent in fibrillation, as it is impossible for the ven- 
tricles to respond to all the auricular contrac- 
tions. In flutter, a 2 to 1 block is frequently 


A similar phenomena may be ob- 
10 


observed. 
served in auricular paroxysmal tachycardia. 
Such cases as a rule do not represent organic 
lesions of the bundle. 

The prognosis in heart block is necessarily 
poor, though there are cases that carry on limited 
activity and live in comfort for years. If Stokes- 
Adams syndrome is present, the prognosis is 
worse. 

The treatment of heart block depends upon 
the presence or absence of Stokes-Adams syn- 
drome. If Stokes-Adams syndrome is present, 
barium chloride or thyroid should be used be- 
tween the attacks in an effort to prevent them, 
and adrenalin should be used for the attacks. 
In cases with complete block and without Stokes- 
Adams attacks, digitalis may be used when con- 
gestive failure is present. 


Case No. 1. 
M. McM. 1/22/27. 


is attending school. 


American, age 18, single, 


Family History.—Father is living but at one 
time had tuberculosis of the lungs. One brother 
and one sister are dead of tuberculosis. Pater- 
nal grandfather is dead of tuberculosis. 

Past History.—Scarlet fever with acute ne- 
phritis at 4 vears of age. Had slight joint in- 
volvement at 8 years of age which has not re- 
curred since the removal of the tonsils at 9 
years. Was a blue baby at birth. 

Present Illness —Al\ his life has complained 
of weakness, cyanosis, cough and shortness of 
breath after exercise- 


Examination—Normal in appearance, 5 ft. 8 
in. in height, and weighs 133 pounds. Muscular 
development is fair, posture erect, teeth, gums, 
throat, mouth and thyroid are negative. The 
pupils are equal and active to light, the knee 
jerks are equal and active. The temperature is 
98. The pulse is 55 and irregular. After hop- 


ping 50 times, the rate is 84. Respiration 20, 
blood pressure 125/70. The abdomen is nega- 
tive. The lungs are normal except poor expan- 
sion in both bases. The apex of the heart is in 
the fifth space 7% cm. from the midline. The 
midelavicular line is 7% cm. Substernal dull- 


A 
‘ 


ness at the second space is 4% cm. There is a 

faint systalic murmur at the apex after exercise. 

The pulmonic second is split and accentuated. 
Electrocardiograms show a rate of 50. Elec- 


Normal Q. R. S. 


complexes and a complete auriculo-ventricular 


tric axis is plus 65 degrees. 


disassociation. The auricular rate is 64. 

A seven-foot plate by Dr. Baldwin gave the 
following measurements. Great vessels 4.25 cm., 
heart shadow 12.25, int. diameter of chest 25.5 
cm. It seems probable that this is a case of con- 
genital heart block, though there is a possibility 
that it originated with the attack of rheumatism 
at eight vears of age. Against this are the facts 
that he was a blue baby and his symptoms ante- 
dated the attack of rheumatism. 

Case No. 2. 
J F. R., No. 1822, 


white, American, married. 


1/28/25, age 62, male, 

Family History.—Negative. 

Past History. — Rheumatism, dysentery and 
malaria; denies venereal infections. Habits, ex- 
cellent. 

The chief complaint is dizziness of five months’ 
duration, shortness of breath, swelling of ankles, 
and slight cough. For three years occasional 
epigastric pain. 

Physical Examination—Well nourished indi- 
vidual, 5 feet 6 inches, weighing 132 lbs. Gen- 
eral appearance, normal. ‘Teeth, mouth, throat 
and skin negative. Pupils, equal and active to 
light, knee jerks equal and active. Pulse 36, 
Kolmer, negative, urine 
There 


blood pressure 160/80. 
normal. The heart is slightly enlarged. 
is an increase in the substernal dullness. The 
radial arteries are moderately thickened. The 
lungs and abdomen are negative. ‘There is a 
slight lateral curvature of the thoracic spine. 
Electrocardiogram showed a 2 to 1 block. 
12/18/25 electrocardiogram showed 2 to 1 and 
3 to 1 block. During the remainder of this year 
the pulse varied from 30 to 42. During 1926 
the pulse range was from 28 to 32. During this 
period he had several mild attacks of Adams- 
Stokes syndrome. On May 20, 1926, he reported 
that he was taking nine grains of barium chloride 
and four and one-half grains of thyroid daily. 
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The pulse was 30. He was having little dizzi- 
ness and no fainting attacks. 

Final Diagnosis.—Heart block, 2 to 1 and 3 
to 1 block, arteriosclerotic heart disease. 


Case No. 3. 


E.G; M... 874/23 
retired physician, widower, four children. 


American, male, age 87, 


Family History.—Negative. 
Past History.—Scarlet fever at 22 yrs. of age. 
No venereal infections. Has had radium for 
an epithelioma of the lip. Habits are excellent. 
Present Illness- 
after exercise for three vears. 


Has been short of breath 





He has dizzy at- 
tacks but these are relieved by laxatives. The 
memory is very poor. His pulse has been under 
50 per minute for the last three vears. 
E-.xamination.—He is a fairly well nourished 
individual, 5 feet 11 inches in height, weighing 
160 pounds, senile, white hair, but remarkably 
vigorous looking for his age. The teeth are 
false, and the gums, throat and thyroid are nega- 
tive. The pupils react to light and there is a 
beginning cataract of the right eve. Tie knee 
jerks are absent. The temperature is 98, pulse 
14 and slightly irregular. Respiration 24, blood 
pressure, right arm 190/80, left 190/80. The 
right ankle is slightly edematous. The radial 
arteries are thick and beaded and the brachials 
and temporals are thick and tortuous. The dor- 
There are 
The ab- 


salis pedis is pulsating in both feet. 
numerous varicose veins in both legs. 
domen is negative, and there are a few moist 
rales in the posterior base of the right lung. The 
left border of the heart is 10% cm. from the mid- 
line, the right is 4 cm. Transverse dullness at 
the second space is increased 8% cm. The mid- 
clavicular line is 8 cm. The pulmonic second is 
greater than the aortic second and both show a 
phasic splitting. The urine shows a 2 plus albu- 
min, 2 plus pus and 2 plus casts. The blood urea 
nitrogen is 25, uric acid 6.3, sugar 118, and COz 
combining power 29%. 

Electrocardiograms show auricular fibrillation 
and a complete heart block with a deviation of 
the electrical axis to the left. 

A seven-foot heart plate by Dr. Robert Bald- 
win showed the following measurements: great 
vessels 7.75 cm., transverse heart 14 cm., int. 
diameter of chest 29 cm. 

Atropine was used to rule out functional block 
but did not influence the pulse rate. He has been 
continuously, except for short periods, on 3 grs. 


of thyroid daily and his pulse rate has been as 
high as 60 per minute. He has been on a low 
proteid and low salt diet and his blood pressure 
is running around 150 systolic. 

Conclusions.—Complete heart block associated 
with auricular fibrillation and left ventricular 
premature beats, chronic nephritis with mod- 
erate hypertension, marked arteriosclerosis. 
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DISCUSSION. 
Dr. Herrman Harris, Jacksonville: 

I wish to express my appreciation of Dr. [it- 
zer’s excellent paper. Little can be added to 
what he has told us about the etiology and diag- 
nosis of this condition. 

One fact might be mentioned here. Heart 
block is a serious affection but is not always fatal. 
Some cases seem to completely recover. I have 
a case in private practice which had complete 
heart block fifteen years ago with frequent Ad- 
ams-Stokes syndrome. I have observed ven- 
tricular stand still for three minutes in this pa- 
tient, the seizure terminating with convulsions. 
This case gave repeatedly negative Wasser- 
manns, notwithstanding this iodides and other 
antileutic treatment was given. He has appar- 
ently entirely recovered, for a careful check with 
electrocardiographic tracings over a period of 
ten years has shown a normal rhythm. 

In reviewing the few cases of heart block that 
I have seen, syphilis seems to be the most potent 
factor in its production. 

Since we have been electrocardiographing our 
heart patients, widening of the P. R. interval and 
delays in interventricular conduction has been 
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found much more frequently than had previously 
been suspected. 

The action of digitalis in producing heart 
block of various grades must not be overlooked. 
Dr. Bitzer (closing): 

I quite agree with Dr. Harris in his statement 
that heart block is not necessarily so serious. In 
the first case I reported this young boy was sev- 
enteen ; and at the present time is able to do con- 
siderable manual labor without any discomfort 
at all. He is now in college and indulges mildly 
in some athletic sports- 

I think the cases of Stokes-Adams syndrome 
are usually more serious; in the first place they 
are likely to reach a lower pulse rate and it often 
becomes a total cardiac standstill. _ Undoubted- 
ly, there are certain cases of luetic block that do 
respond to treatment, but often the results are 
disappointing. 

An increase in the P. R. interval does not 
necessarily mean clinical heart block. I have 
seen may cases of that t; pe which, as far as I 
know, never reach the stage of dropped beats. 
My impression of this problem is that a certain 
number of cases showing delayed conduction 
eventually show dropped beats or develop block 
of various degrees. 





SURGICAL TREATMENT OF DUODENAL 
ULCER* 
Raripu Gowpy, B.S., M.D., 
Miami. 

The more different operative procedures in 
use among surgeons for a given condition, the 
more proof we have that none of the operations 
have proven entirely successful. 

Dr. Lahey of Boston states that he does not 
know of any situation in surgery, so completely 
mixed up, as surgery of gastric and duodenal 
ulcers. In this paper duodenal ulcers only will be 
considered although some hold that both con- 
ditions require the same operative treatment. 

In nearly every case of duodenal ulcer there 
is either spasm of the pyloric muscle or greatly 
increased action of the muscle. Along with this 
condition is a state of increased peristalsis of the 
stomach. With hyperperistalsis we usually find 
hyperacidity. The spasm of the pylorus must 
interfere with the blood supply to the mucosa of 


*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4, 1928. 


the upper duodenum. Especially so since the 
blood vessels in this area mostly run parallel to 
the duodenum. This interference in blood supply 
probably decreases the alkaline secretion which 
is normally found in pylorus and duodenum. The 
pylorospasm also prevents the regurgitation of 
alkaline bile and pancreatic juice to this region. 
Devene and Reese both feel that pylorospasm is 
probably the primary cause of duodenal ulcer. 
Disturbance in function of the sympathetic nerves 
probably cause pylorospasm. This combination 
of conditions most likely caused the first ulcer 
and unless corrected will keep it from healing, or 
may produce another. Trophic ulcer may be 
found with a low acidity. These have a separate 
etiology and are cured by resection of ulcer. 
Focal infection, I believe, is a contributory cause 
of duodenal ulcer and should always be looked 
for. 

To cure duodenal ulcers and prevent more 
ulcers from forming we must either relieve the 
tissues, in this region, from the influences which 
cause the ulcer or remove the tissue subject to 
ulcer. This may be done in different ways. 

Before taking up the different surgical proce- 
dures most used we must decide which duo- 
denal ulcer cases should be treated by surgery. 
It is quite generally agreed that medical treat- 
ment should have a good trial before resorting to 
surgery, unless perforation or an obstruction has 
already occurred. Just how long medical treat- 
ment should be continued without marked bene- 
fit is a question. Some internists are of the opin- 
ion that a well-defined duodenal ulcer of long 
standing is never permanently cured by medical 
care. Inthe Mayo Clinic papers of 1926 Alvarez 
states he is not sure that a person with chronic 
duodenal ulcer is ever permanently cured by 
medical treatment. People with chronic duodenal 
ulcer often become impatient with medical treat- 
ment and ask that surgery be tried. Under med- 
ical care, a restricted diet over a long period be- 
comes boresome to these people and they seek a 
more rapid method of cure. If medical treatment 
does not give relief of pain and marked improve- 
ment within one month, I believe surgery is indi- 
cated. After several months of medical treat- 
ment if the ulcer symptoms return, upon trying 
an unrestricted diet, surgery is indicated. If re- 
peated hemorrhages have occurred over a period 
of several months, surgery is called for. It 
may be necessary in these cases to give a blood 


transfusion before operating. We do not feel 
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that one severe hemorrhage is an indication for 
immediate surgery. Nearly all cases will recover 
from the first hemorrhage under medical care. 
Surgery during an acute hemorrhage, with shock 
is a dangerous procedure and is seldom required. 
If done at this time blood transfusion before or 
immediately after operation is important. All 
duodenal ulcers with marked obstruction are sur- 
gical cases. All perforated duodenal ulcers 
should be treated surgically and should be oper- 
ated on during the first six hours after perfora- 
tion 1f possible. lost cases will recover if oper- 
ated within six hours after perforation, while 
very few will recover if not operated on within 
twenty-four hours after perforation. 

It is possible that some day a medical treatment 
will be found which will make surgery seldom 
necessary, but at present there is a large percent- 
age of duodenal ulcer cases that are best treated 
by surgery. 

When surgery has been decided on, the type 
of operation must largely be determined by the 
conditions found. For the past ter years gastro- 
jejunostomy with its modifications has been the 
operation of choice. At first gastroenterostomy 
was followed so frequently by complications, 
such as vicious circle type of vomiting, poorly 
functioning stoma or gastrojejunal ulcer, at site 
of anastomosis, that changes in technic and su- 
ture material were tried. The vicious circle type 
of vomiting was largely eliminated and a reduc- 
tion of the percentage of gastrojejunal ulcers, by 
one-half, was accomplished. Still in perhaps ten 
per cent of cases a secondary ulcer will form at 
the anastomosis. In some clinics the percentage 
is given as five per cent, in others as twenty-five 
per cent; most likely, ten per cent would be a 
better average. When gastrojejunal ulcer is 
complicated by a fistula into the transverse colon 
a very serious surgical repair job is found. Be- 
cause of these gastrojejunal ulcers different 
operative procedures are being tried out in hopes 
of finding one that wiil prove satisfactory in a 
greater percentage of cases. 

Excision of the ulcer and splitting of the py- 
lorus with suturing in opposite direction was 
tried, but the tone of the muscle soon returned 
and produced a narrowing of the pylorus with a 
return of trouble. Resection of the pylorus along 
with the ulcer and then doing a gastroduodenos- 
tomy gave good results but the operative mortal- 
ity was too high. Billroth’s first operation in 
which a partial gastrectomy was done and the 


stump of the duodenum attached to the lower 
angle of the resected stump of the stomach was 
not widely used because it was hard to prevent 
leakage at the anastomosis and obstruction was 
likely to follow. Dr. Horsley of Richmond some- 
times does a partial gastric resection and closes 
similar to Billroth’s first operation but attaches 
the duodenal stump to the upper angle of the 
stomach and in some cases splits the duodenum 
on the anterior wall to widen it. This operation 
may prove to be a good one and is worth keep- 
ing in mind, 

Finney devised a duodenal pyloroplasty which 
seems to be a good procedure. The operation is 
difficult in the presence of adhesions and some 
have found that the stomach does not empty well 
after this operation, probably due to adhesions 
which have formed. The pyloric opening is large 
and free but it may be that adhesions to adjacent 
organs interfere with peristalsis more than with 
some other procedures. Finney has had good re- 
sults with this operation. 

Among American surgeons today gastroen- 
terostomy is the most widely used operation 
for duodenal ulcer, but in Europe partial gastric 
resection with gastroenterostomy is being wide- 
ly used. Dr. Lewisohn of New York is a strong 
advocate of the partial resection and gastro- 
enterostomy. He maintains that it removes the 
cause for recurrent ulcer by lowering the acid 
producing area of the stomach. Other surgeons 
do not feel so enthused over such a radical oper- 
ation. Dr. C. H. Mayo states he would not 
allow such an extensive operation on him, for 
duodenal ulcer, until other methods had failed. 
He mentions three cases of marginal ulcer at 
anastomosia after partial gastrectomy which he 
observed in a short space of time. This tends 
to show that it is no proof against secondary 
ulcers. Dr. Crile feels that partial gastrectomy 
should only be used after other surgical methods 
have failed. Dr. John Gilbride of Philadelphia 
states that routine partial gastrectomy for duo- 
denal ulcer is unphysiologic and unsurgical. It 
seems that certain people will develop recurrent 
ulcers after any type of operation so far devised. 
Therefore, a simple operation which gives as 
good results as to relief of symptoms and as to 
the number of recurrent ulcers is best, especial- 
ly if it leaves the gastrointestinal tract in the 
nearest normal arrangement possible. 

During the past few vears Dr. Judd of the 
Mavo clinic has been doing an operation for 
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duodenal ulcer in which the ulcer and anterior 
wall of upper duodenum and anterior half of 
pyloric sphincter is resected. Then the cut sur- 
faces of stomach and duodenum are brought to- 
gether similar to the closure of the last part of 
a gastroenterostomy. Most ulcers occur in the 
anterior superior wall of the duodenum close to 
the pyloric sphincter. By resection of the an- 
terior wall of the upper part of the duodenum 
and the pyloric sphincter action of pylorus is 
destroyed. If there are any ulcers on the pos- 
terior wall they can be treated by cautery or ex- 
cision before closing. This operation is not so 
difficult as removing a complete section of duo- 
denum and pylorus. It leaves a more normal 
arrangement than gastroenterostomy or partial 
gastrectomy and gastroenterostomy. It seems to 
leave a more normal functioning stomach and 
duodenum than Finney’s pyloroplasty. Second- 
ary ulcers if they should form are not so diffi- 
cult to deal with as they are after the other oper- 
ations mentioned. From Judd’s experience there 
seems to be the smallest nu:nber of unfavorable 
results following this operation of any yet de- 
vised. If I were suffering with duodenal ulcer 
which did not respond to medical treatment, | 
would sooner have this operation performed on 
me than any other that I know, provided, con- 
ditions permitted this operation. 

This operation cannot be done safely if there 
is cord-like induration of the upper part of the 
duodenum or extensive adhesions and distortion 
of the upper part of the duodenum. It is espe- 
cially applicable to young people who have had 
hemorrhage or in older people who have had 
repeated hemorrhages. Subsequent hemorrhage 
is less likely after this operation than after gas- 
troenterostomy. It seems to be the most reason- 
able process yet devised as it leaves the stomach 
and duodenum in nearly normal arrangement 
excepting the loss of function of the pyloric 
sphincter. Destroying the sphincter action al- 
lows bile and pancreatic juice to reach the ulcer 
bearing region more freely, especially at night 
and between meals, which I believe will help to 
reduce recurrent ulcers. Food passing down the 
duodenum past the opening of common bile duct 
and pancreatic duct will be mixed more normally 
with these digestive juices than after any of the 
other operations now in general use. Some might 
say simple removal of the ulcer and closure or 
removal of ulcer and splitting the pyloric sphinc- 
‘ter is sufficient, but past experience has proved it 
unsatisfactory, especially if the ulcer is large 


or more than one ulcer is found. There are many 
cases in which gastroenterostomy will be re- 
quired because of contra-indications to other 
operative procedures. It should be stated here 
that a diseased appendix or gall-bladder should 
be treated at the same time the ulcer is treated 
provided the patient’s condition will permit. 

[ wish to show three sets of X-ray plates in 
connection with this operation. The first set was 
made just before operation. As you will see 
there is a marked pylorospasm and an ulcer in 
the duodenal cap. In this case at operation we 
found an indurated ulcer on the anterior superior 
wall of the duodenum about two-thirds inch be- 
low the pyloric sphincter. The pyloric sphincter 
can be located by two veins, one above and one 
below, which nearly meet over the sphincter. 
The pylorus was opened proximal to the sphinc- 
ter by a transverse incision one and one-half 
inches long. This allows internal exploration of 
the duodenum. The ulcer was found to be bieed- 
ing slowly. No other ulcer could be found. 
Next another incision one inch long was made 
transverse to the duodenum just below the ulcer. 
The ends of the transverse incisions were con- 
nected by two incisions made in such a way as 
to remove the ulcer and the anterior half of the 
pyloric sphincter. To give the smoothest closure 
this rectangular piece of tissue should be widest 
at its center. Closure is obtained by bringing 
the cut edge of the pylorus to the cut edge of the 
duodenum and suturing similar to the last half 
of a gastroenterostomy closure. Nine weeks af- 
ter operation X-ray plates show no pyloric sphince- 
ter action. The duodenum is open and the 
barium passes through freely. The six-hour 
plates show the stomach to be entirely empty. 
The plates taken five months after operation 
show total absence of constriction at the pyloric 
sphincter and the barium passes through freely. 
Six-hour plates show complete emptying of the 
stomach within six hours. 

I also wish to show X-ray plates of a duodenal 
condition not suited to Judd’s type of pyloro- 
plasty. This is a case of chronic duodenal stasis 
of the third portion and diverticula of the first 
portion which simulated ulcer by X-ray. The 
clinical findings were not those of ulcer. The 
first plates were taken before operation and show 
deformity of the duodenal cap. One plate shows 
a bulging on the anterior inferior side which was 
a diverticula. Obstruction of the third portion is 
caused by the superior mesenteric vessels press- 
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ing on the duodenum which prevented the barium 
passing freely past this point. There is a marked 
distention of the duodenum proximal to this 
point. Gastroenterostomy and repair of one di- 
verticula was done at operation. The gall-blad- 
der was also abnormal and was removed. The 
next X-ray films were made six months after 
operation and show a well-functioning stoma 
with very little barium in the duodenum. The 
last N-ray films were taken fifteen months after 
operation and show the same findings as those 
taken six months after operation. This case is 
mentioned and the plates shown to keep before 
us the importance of gastroenterestomy in con- 
(tions in which pyloroplasty is not indicated. 

In the January issue of Archives of Surgery 
Dr. Isaac Y. Olch shows the importance of duo- 
denal regurgitation of bile and pancreatic juice 
into the stomach. Neutralization of the gastric 
acidity by the regurgitating fluid is an important 
part of digestion. Pyloroplasty which destroys 
the pyloric sphincter action allows this process 
to take place freely and will do much to prevent 
recurrent ulcers. Since resection of the ulcer 
and part of the pyloric sphincter does this and 
at the same time leaves the gastrointestinal tract 
in the nearest normal arrangement of any opera- 
tion which has proven successful, | feel that it 
is the operation of choice when conditions permit 
its use. 
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DISCUSSION 
Dr. John S. Helms, Tampa: 
am sorry I did not hear all of Dr. Gowdy’s 


_— 


paper. This paper I believe is confined to the 
discussion of duodenal ulcer, exclusive of stom- 
ach ulcer. The question of treatment of duode- 
nal ulcer has been the battle ground between the 
internists and surgeons for a long time. 

To determine the tvpe of duodenal ulcer, which 
should be operated upon without delay and the 
type which should be given medical trial treat- 
ment is often a difficult problem. A distinguished 
surgeon has facetiously stated that he treats sur- 
gically those ulcers which have been cured nine 
times medically. 


| feel that in certain types of duodenal ulcer 
medical treatment should always be tried out 
before surgery is resorted to. I feel, however, 
that the perforating tvpe and those that have per- 
forated, bleeding ulcers and ulcers with obstruc 
tion, either from intrinsic or extrinsic causes 
such as periduodenal lesions, should be operated 
upon without further delay, except those, per- 
haps, which are bleeding, should be given time 
for such treatment as may be necessary to fit 
them for surgery. All other ulcers of the duo- 
denum should be treated medically until we are 
satisfied they will not be cured. 

Personally, I do not feel that medical treat- 
ment of duodenal ulcers will effect a cure. | am 
convinced, from a considerable experience. that 
all types of duodenal ulcer should finally some to 
surgical operation and that upon surgery will 
rest the final cure. 

As to the type of operation, which should be 
done, the preference should he gastroenterostom) 
in the obstructive tvpe. Posterior gastroenteros- 
tomy with no loop is the operation of choice. 
The more complete the obstruction the more per- 
fect will be the cure. 

For ulcer in which there is no obstruction, such 
as bleeding ulcers and others, some form of 
pyloroplasty with excision of ulcer should be 
done. In cases where the duodenum can be easily 
mobilized, Finney’s operation may be done. In 
cases where the ulcer extends no further than 
three-fourths of an inch distal to the pyloric 
sphincter, Horsley’s operation may be done. In 
cases where mobilization is impossible, Judd’s 
operation may be done. The operation must be 
suited to the situation found to be present in the 
individual case. I do not feel that pylorectomy 
or partial gastrectomy has a place in the treat- 
ment of duodenal ulcer. 

Finally it is my opinion that there is no field 
of surgery in which the final results are more 
satisfactory than surgery for duodenal ulcer, 
when the diagnosis is accurate and good judg- 
ment used as to the type of operation to be done. 


Dr. John Elliott Boyd, Jacksonville: 

The fact that “‘a given treatment” fails to cure 
all cases or that a cure is followed by a recurrence 
in some cases does not discredit the treatment. 

If the inference by the writer as to pyloro- 
spasm being the cause of some duodenal ulcers 
be true, then it seems to me that Finney’s pyloro- 


plasty would be the ideal operation in those cases, 
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[ am not entirely in accord with the statement 
relative to the indication given for surgical treat- 
ment. There is, I feel, only one type of duodenal 
ulcer which should be treated medically and that 
Medical 


treatment is a waste of time in chronic duodenal 


is the clinically proved recent ulcer. 


ulcer except as a postoperative measure. 

Relative to active hemorrhage immediate oper- 
ation is contraindicated. Blood transfusion will 
control the bleeding in practically all cases. How- 
ever, a second hemorrhage should not be allowed 
to occur and the proper safeguard against that 
is an operation at the earliest date justified by 
the patient’s condition. 

Judd says: “The argument that partial gas- 
trectomy obviates the possibility of subsequent 
ulceration is not absolutely sound, since second- 
ary ulceration may and does occur after partial 
gastrectomy.” He further says: “Since the re- 
currences of ulceration after posterior gastro- 
enterostomy is only 2 per cent a routine, partial 
gastrectomy is hardly justifiable to prevent such 
a slight disability.” 

I have no experience with the Judd operation 
designated by Dr. Gowdy, but frankly can see 
no reason why it has any advantage over pyloro- 
plasty. 

I wish to emphasize one point—no matter what 
operation is done, “destroy the ulcer if it’s pos- 
sible.” 

The statement by Dr. Gowdy that 
of operation is determined by the condition” 


“er 


The type 


voices my position regarding the surgical treat- 
ment of duodenal ulcers. The undue enthusiasm 
as to partial gastrectomy seems to me a reckless 
disregard for human life. When these surgeons 
try to make you believe that the mortality is very 
slightly increased over the simpler types of oper- 
ations they are asking a great deal. 

Dr. Cayetano Panettiere, Miami Beach: 

I should like to say a word in favor of the 
Finney pyloroplasty. It was my privilege to 
work with and follow up these cases of Dr. Fin- 
ney. The operation in itself, under proper train- 
ing, is not a formidable one, hence there is little, 
if any, postoperative shock. The convalescence 
is strikingly uneventful. It is my opinion that 
every case has to be judged by itself; there is 
no universal technique, but in selected cases the 
Finney pyloroplasty seems to fulfill most of the 
requirements for satisfactory surgery of ulcers. 
It allows us to excise the ulcer, it puts the py- 


lorus out of commission (without which little 
hope can be entertained for the disappearance 
of symptoms) and reestablishes to a large extent 
the normal arrangement of the gastrointestinal 
tract. The gastroduodenostomy of Dr. Judd 
appears to be an excellent operation, but [ have 
not had enough experience with it to offer any 
statements. 

Dr. Ralph Gowdy, (closing): 

I appreciate the discussions very muck. 

Dr. Helms mentioned the fact that in certain 
cases of duodenal ulcer Judd’s type of pyloro- 
plasty cannot be used because of the extensive 
adhesions which prevents mobilization of the 
pylorus and upper duodenum. Even in these 
cases Dr. Judd is using this operation more often 
than formerly, with good results. 

Dr. Boyd feels that ten per cent of unfavor- 
able results in gastroenterostomy is rather high. 
I believe the most recent findings of the different 
clinics, given unfavorable results in five to thirty- 
five per cent of cases, therefore I felt ten per 
cent would be more nearly correct than either 
extreme. Gastroenterostomy without resection 
has been very widely used during the past few 
years, but today it is being discarded in many 
clinics and the whole surgical aspect of gastric 
and duodenal ulcer is being discussed. This in- 
(licates that gastroenterostomy has been found 
wanting. It will still be used in many cases in 
which other operations cannot be successfully 
used. 

Dr. Panettiere mentioned Finney’s pyloro- 
plasty. This has proved to be a good operation 
and gets away from some of the bad results of 
gastroenterostomy. I believe it is more difficult 
to do in the presence of duodenal adhesions than 
Judd’s type of pyloroplasty. 

I think we all agree that in nearly all cases of 
duodenal ulcer, medical treatment should be 
tried before resorting to surgery, but in this paper 
we are only taking up the different surgical 
treatinents, in an attempt to stimulate interest in 
this very important field of surgery. 

Last week I received a letter from Dr. Judd 
in reply to my request for his recent experience 
with resection of part of pyloric sphincter, along 
with the ulcer and closure as I have already de- 
scribed. His reply is as follows: “I am very glad 
to say that resection of part of the pyloric sphinc- 
ter with the duodenal ulcer has worked out very 
well. The more experience we have with the 
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operation the more we feel that it is the proce- 
dure in cases in which it can be carried out. 
Unfortunately its use is limited. 

“Tf the lesion has perforated and the duodenum 
is bound down it may be inadvisable to do the 
amount of dissecting necessary to liberate it. 
However, we are doing the operation in more 
of these cases than formerly, and the results have 
been very satisfactory. 

“IT think we all feel that gastroenterostomy 
would be the operation of choice in all cases of 
duodenal ulcer if we could be sure that jejunal 
ulcer would not develop, but, on account of the 
occurrence of ulcer near the stoma in certain 
gastroenterostomized patients we prefer to avoid 
gastroenterostomy whenever possible. 

“Personally, I cannot believe that removal of 
the pyloric part of the stomach with the lesser 
curvature is going to be the answer to the prob- 
lem of surgery for duodenal ulcer. In quite a 
number of instances in which this procedure has 
been carried out, secondary ulcers have occurred 
in the jejunum just as following gastroenter- 


ostomy.” 





USE AND ABUSE OF BLOOD TRANS- 
FUSION* 
W. W. Kirk, M.D., 
Jacksonville. 
[ntroduction. 

There is no one in active practice who does not 
have the problem of blood transfusion confront- 
ing him from time to time, whether he wills it or 
not. With this thought in mind it is opportune 
to discuss the rather narrowly limited subject of 
indication and contraindication, and a rather cur- 
rent abuse of blood transfusion. 

We all know something of the history of blood 
transfusion ; it has been in vogue and out of style 
since earliest time, and it has been almost epi- 
demic in practice at times. It is not the purpose 
of this paper to discuss the determination of blood 
type, nor the technique of blood compatibility, 
nor to burden you with any of the other details 
of the management of the problem properly re- 
ferable to the laboratory clinician. 

\ethods Used. 

As a foundation for the discussion it will be 
necessary to briefly outline the methods used for 
blood transfusion. 





*Read before the 55th Annual Meeting of the Florida 
Medical Association, Tampa, April 3, 4, 1928. 
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Blood may be given modified or unmodified. 
The use of modified blood implies addition of 
anticoagulant drugs (most frequently sodium 
citrate) to the blood prior to injection; while 
donation of unmodified blood implies transfer of 
the blood from donor to patient either by the 
direct route of blood vessel anastomosis or by 
use of apparatus such as the Unger transfusion 
apparatus or Kimpton Brown tube. My personal 
preference is for use of the Unger method. 

Vessel anastomosis is practically obsolete and 
the use of modified blood is rapidly and deserv- 
edly falling into disrepute. 

Indications and Contraindications. 

The one imperative and positive indication for 
transfusion is exsanguination from any cause, 
particularly from accidental injury, ruptured 
uterus, ruptured ectopic, melena neonatorum and 
umbilical hemorrhage in infants, hemorrhage 
from any mucous surface, particularly gastric or 
intestinal. Blood is our one best hemostatic. 
Death in hemorrhage is due in large part to oxy- 
gen starvation of the tissue cells, successful 
transfusion supplies the vital requirement. 

Transfusion is a valuable asset before, during, 
or after serious major operations, such as re- 
moval of toxic goitres, hysterectomies, cholecys- 
tectomies, nephrectomy, resection of stomach 
and intestines, major amputations, especially in 
patients past middle age in whom shock and ex- 
cessive blood loss are liable. True secondary 
anemia with hemoglobin below forty and red 
count below two and a half million are definitely 
improved by transfusion. 

We have all seen the patient for whom every- 
thing possible has been done, who still does not 
properly convalesce after operation or other 
treatment. Too often, for unaccountable rea- 
sons, the situation is out of our control, but in 
some instances blood transfusion will work the 
miracle to keep the patient alive long enough to 
mobilize his defenses and recover. 

Possible or experimental indications include a 
wide variety of conditions. The true merit of 
transfusion in these instances can only be learned 
as data accumulate. These conditions include 
surgical shock, acute, subacute and chronic in- 
fection, erysipelas, severe burns, blood dyscra- 
sias, especially primary progressive or pernicious 
anemia, purpura, hemophilia, drug and chemical 
poisoning, especially carbon monoxide poisoning, 
nephritis with impending uremia and malnutri- 


tion states. 
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Proper transfusion is but a part of good treat- 
ment; if in doubt transfuse rather than wait. 
Transfusions are by no means free of danger and 
must not be taken lightly. Wholesale transfu- 
sions in miscellaneous diseases are to be con- 
demned. 

Transfusions in acidosis, mild secondary 
anemia, many bacillary infections, acute exan- 
thems, typhoid (except for hemorrhage), tuber- 
culosis of lungs, pneumonia, patients with ex- 
tremely high blood pressure or badly decompen- 
sated cardiac lesions are usually either positively 
dangerous or useless, Transfusions permissable 
experimentally as above listed are condemned by 
many, especially in cases of acute sepsis and 
burns. 

Results From Transfusions. 

The results obtained from blood transfusion 
may vary from being absolutely miracle-working 
in their brilliance to positively death dealing in 
consequence. 

We have all seen the results of the success- 
fully given transfusion, characterized by the 
almost immediate improvement of the patient’s 
color, respiration and pulse, the cessation of 
hemorrhage, the revival of the patient’s spirits 
and morale, and the ability of the patient to re- 
spond to routine treatment for his condition. 

Examination transfusion and immuno trans- 
fusion have been experimentaily successful. 

Discussion of some of the more unfortunate 
results of the transfusion is less gratifying but 
more important. The so called reaction due to 
transfusion always comes in for a lot of discus- 
sion whenever the question of transfusion arises. 
I feel that the dangers of the reaction have been 
greatly exaggerated. When we give diphtheria 
antitoxin we expect febrile rise, discomfort, and 
even a chill or severe anaphylaxis in our patient, 
yet few of us pay any real concern to this 
reaction, going right on with the antitoxin ad- 
ministration. We must adopt somewhat the same 
attitude with regard to the reaction following 
transfusion. The transfusion is needed regard- 
less of reaction. With the improvement of tech- 
nique the severe reaction characterized by high 
fever, prolonged chill, threatened respiratory 
and circulatory collapse is becoming relatively 
rare. Most reactions can be adequately handled 
by external heat application, morphin and atro- 
pin. If a patient is too low to stand a possible 
reaction he is so near moribund that even trans- 


fusion will not save him except in the rarest of 


instances. I am of the personal opinion that 
almost all of the major reactions are due to one 
or more of the following causes: incompatible 
blood, the use of citrated blood, lack of scrupu- 
lous surgical cleanliness of the apparatus used, 
unusual delay in completing the transfusion, 
which may have a number of causes, but too 
often may be laid to clumsiness and inexperience 
on the part of the operator. We must remember 
that even the most compatible of bloods will clot 
before ever being used if these two latter factors 
come into play. Reactions will usually occur 
within twenty-four hours after transfusion. If 
death occurs within an hour after transfusion 
the operation itself can be blamed. 

Mention should be made of the dangers which 
threaten in any transfusion. Any sudden change 
in the patient calls for a halt and immediate in- 
vestigation. This change will most frequently 
manifest itself by sudden restlessness, sense of 
extreme oppression or suffocation, persistent 
cough, sense of extreme heat, cyanosis, sudden 
abnormal blood pressure rise, or sudden chill. 
Occurrence of sharp lancinating pain in the pa- 
tient’s arm during the course of transfusion 
usually means that the donated blood is not prop 
erly entering the vein and necessitates a new 
start. The formation of a clot in the apparatus 
usually necessitates conclusion of the operation, 
if the best interests of the patient are to be re- 
garded. Blood is toxic in direct proportion to the 
chemical alterations to ward coagulation and this 
toxicity begins to develop in the invisible preclot 
stage. Air embolism, over-elevation of blood 
pressure, acute cardiac failure are rare and their 
danger often exaggerated, but must be kept in 
mind. 

As for concrete facts as to results in blood 
transfusion: the average dosage is 400 to 500 
c.c. for the adult, for infants and children 10 c.c. 
per kilogram should be employed. The hemo- 
globin after these doses rises variably from 5 
to 10 per cent and the red count increases about 
500,000. The life of the transfused red cells is 
variable but probably is several weeks. As much 
good will arise from stimulation of the blood- 
forming organs in many instances as will arise 
from the actual increase of the red cells. The 
only satisfactory guide to the amount of blood 
given and frequency of transfusions is the actual 
check upon the patient as made by hemoglobin 
estimations and cell counts, coupled with obser- 
vation of the clinical condition of the patient. 
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The Abuse of Transfusion. 

] am frankly a strong advocate of transfusion 
when indicated and skillfully given. Otherwise 
I would rather see the patient die than go 
through one. The sooner transfusion is looked 
upon as something other than a last resort, the 
sooner experimentation with transfusion in all 
sorts of miscellaneous diseases without real indi- 
cation is stopped, the sooner the ones who so 
bitterly assail transfusion will delegate the trans- 
fusion to a specially trained “transfusion team,” 
the sooner the citrate method of blood transfu- 
sion is abandoned, the sooner indiscriminate use 
of the universal donor is stopped, and the sooner 
a rational speedy technique is adopted the sooner 
will many desperately and hopelessly lost pa- 
tients have their chance at life. It must require 
an unusual amount of courage for some men to 
turn their patients over to another for transfu- 
sion. Transfusions have been mismanaged in 
hospitals all over the land and the situation tol- 
erated in many; the same operator conducting a 
nephrectomy or cysterectomy with as poor tech- 
nique would have immediately been in danger of 
losing his operation privileges. I have seen the 
effort at transfusion consume two hours or more, 
the donor losing 500 ¢.c. of blood and the patient 
getting none. No transfusion of other than 
extreme difficulty should require more than 
thirty minutes, the average time would be near 
twenty. In 1923 in Mt. Sanai Hospital in New 
York City reactions in blood transfusion were 
369% less than in 1922, the result of simply tak- 
ing transfusions out of the hands of inexperi- 
We must look upon transfusion as 
a major procedure; we are handling the most 


enced men. 


complicated fluid known; we have the life of 
usually the poorest sort of risk in the balance and 
the odds are usually all against us. None but 
the best of every resource available will satisfy. 
Conclusion. 

Blood transfusion is not viewed in the right 
light by many of the profession. The attitude 
of many is to ignore its existence entirely or use 
it only for the practically moribund patient. If 
any stimulation to careful investigation of the 
problem of blood transfusion has been given, or 
if any discontinuance of the abuse of transfusion 
nay be caused by the presenting of this paper I 
will feel much rewarded. 

DISCUSSION. 
Dr. J. Raymond Graves, Miami: 

The subject of blood transfusion is something 

we have been interested in since we were in med- 
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ty 


ical school, and have had quite a bit of experi- 
ence both during our internship and, since, in 
private duty practice. 

To our mind the most important part of a 
transfusion lies in the hands of the laboratory. 
We believe that the cells should be crossed 
matched, that is the patient’s serum with the 
donor's cells and the donor’s serum with the 
patient's cells. We insist that this be done and 
feel that this procedure more than any other 
keeps us out of trouble. 

We insist that a patient’s blood be rechecked 
for a second or third transfusion just as accu- 
rately as for the first, even though we use the 
same donor. 

As to technique we have in the past used the 
Ungar apparatus. We believe there is nothing 
in surgery where we should have more correct 
technique; for that reason we have again re- 
sumed the citrate method. We give normal 
saline both before and following the blood. 

That to be given before, be very sure the blood 
will flow freely, that following the blood, to 
wash all the cells, thus so as not to waste any. 

The transfusion should be given rapidly, never 
taking over ten or fifteen minutes to complete it. 
Dr. Frederick J. Waas, Jacksonville: 

I don’t know of anything that has done more 
for us in converting poor surgical risks into safe 
risks than blood transfusion. 

The question of reaction has always been up- 
permost in my mind—T] think it has been brought 
out this afternoon that a question of technique 
might be responsible for most of our mistakes. 
If our technique is good, we will not get the 
reaction. I am certain some men refrain from 
transfusion for fear of reaction ; one of the chief 
things in getting results from transfusion is 
team work that has just been mentioned here. 
Team work cannot be too urgently impressed. 

I think universal donors cause more reaction 
in my experience than properly adapted donors. 
I do not know of anything that will build up the 
hemoglobin as immediately as transfusion. I 
recall an instance of an infant who was circum- 
cised at the time of birth, and he proved to be a 
bleeder. This child bled for three days almost 
to the point of exsanguination; we tried every 
measure to overcome it, and as a last resort we 
gave him 50 c.c. of his father’s blood in the longi- 
tudinal sinus, and in three minutes the child had 


stopped bleeding, and was converted into a safe 
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category. To my mind, I do not know of any- 
thing that will convert a poor surgical risk into 
a safe one as well as transfusion. 

One thing, always be ready for an autotrans- 
fusion in instances of ectopic rupture, and do 
not wait until the last minute to do your trans- 


fusion. 
Dr. Kirk (closing): 

I thank vou for the discussion. I have been 
The 


interested in checking up on my Cases. 
main point of my discussion was to point out the 
abuse of blood transfusion given at the wrong 
time, to the wrong patient, in the wrong way. 
In closing I would emphasize again that I am an 
advocate of this procedure when the conditions 
are exactly right and when the work is skillfully 
done; if it is not skillfully done I would rather 
have the patient die than to go through with it. 
I have seen qualified surgeons draw a pint of 
blood and never get it inside of the patient 
within two hours’ time. If the same doctor did 
as poorly, for example, in removing a kidney he 
would be cross-fired with criticism immediately. 
It must take a tremendous amount of nerve for 


some men to refer their cases for blood trans- 


fusion. 
You must have team work. I 
good results come of the citrate method. 


some 
We 


must 


think 


must remember that in any method we 
take into that risks 
poor risks at the start and we must remember 


consideration many are 
that everything that can be done for the patient 
must be done and if I have stimulated any inter- 
est in this matter or done anything to stop this 
abuse of transfusion I feel that I have been 
repaid. 





A CONSIDERATION OF SOME SURGI- 
CAL LESIONS OF THE LARGE 
BOWEL* 


Harry A. Peyton, M.D., F.A.C.S., 


Jacksonville. 

The subject of surgery of the large bowel is 
such an extensive one that it would obviously be 
impossible in a paper of this length to do more 
than enumerate the different lesions. For this 
reason it was thought best to limit the subject 
matter to a few of the diseases which we have 
found most interesting and instructive. In par- 


*Read before meeting of Central Florida Medical 
Society, Gainesville, November 17, 1927. 


ticular, those diseases involving the caecum and 
ascending colon will be considered. In any study 
of surgical lesions involving this portion of the 
gastro-intestinal tract cancer should be given 
prime recognition. 

Because of certain factors to be discussed later 
the following case history is presented for your 
consideration : 

Miss L. M. B., 


Riverside Hospital about October 1, 


came to the 
1927, be- 
cause her dentist told her that she should seek 
Her 


white, age 51, 


medical advice as her gums were anaemic. 
history showed that about sixteen years ago the 
uterus was removed for a fibroid tumor and that 
three vears ago she had another abdominal oper- 
ation for pelvic adhesions, at which time both 
She further stated that 


three months before admission she was aware 


ovaries were removed. 


that she was anaemic, tired very easily on exer- 
tion, and was short of breath. For the past year 
she had noticed blood intermittently in the stools 
which she attributed to the presence of hemor- 
rhoids which had troubled her for several vears. 
At times the blood would be quite bright in color 
and at others darker. For the past year she had 
had occasional pain in the right lower quadrant 
of the abdomen, dull aching at times and sharp 
shooting at others. The pain had never been 
severe enough for her to seek medical attention 
for its relief. The bowels were constipated but 
moved without difficulty with laxatives. There 
had been no loss of weight, in fact, she had gained 
ten to fifteen pounds during the last year. 
Examination showed a woman of middle age, 
well nourished, but with a marked degree of 
anaemia which was apparent in the skin. sclerae, 
and mucous membranes. General physical ex- 
amination was negative with the exception that 
there was some tenderness noted in the right 
half of the abdomen about opposite the umbili- 
cus. Rectal examination showed the presence 
of hemorrhoids. Digital rectal examination was 
otherwise negative. Proctoscopic and sigmoido- 
scopic examinations were negative. Urinalysis 
showed the presence of a few pus cells but was 
otherwise negative. Examination of the blood 


showed on July 5, 1927, hemoglobin 45%, red 
blood cells 2,544,000. Differential count, 56% 
neutrophiles, 42% lymphocytes, 2% eosinophiles. 


Blood 


There was some anisocytosis and acromia was 


smears showed no malaria parasites. 


marked. The icterus index. was 9.8; Wasser- 


mann reaction was negative. The urea blood 
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d nitrogen determination was 20 mg. per 100 ¢.c., on Sept. 22, 1927, showed that the hemoglobin 
\ the urea 42.8 mg. per 100c.c. Examinationof the had dropped to 35%, the red blood cells 3,256,- 
e gastric contents after a test meal showed no food 000, On September 30th the hemoglobin was 
n remnants present; about 25 c.c. of fluid were the same; white blood cells 6,000; red blood 
withdrawn, which gave a negative test for oc- cells, 2,900,000; color index 0.6. Repeated ex- 
r cult blood. Free hydrochloric acid showed a aminations of the stools showed blood to be pres- 
ir maximum reading of 224%, 1% hours after the ent on each occasion. X-ray examination Sept. 
test meal. At this period the total acid was 42.7. 30, 1927 (Dr. Beals) was done with the follow- 
slood typing showed the patient belonged to ing conclusions: “Chest negative. Stomach and 


eroup No. 2 Jansky. A blood examination done duodenum are entirely negative. Urinary tract, 
o ? » s P 
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Ficure 1. Carcinoma of ascending colon, showing filling defect. 








26 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


lumbar and sacral spine are negative. There is 
a constant filling defect in the ascending colon. 
This indicates the presence of a deforming lesion. 
Malignancy or possibly tuberculosis should be 
strongly suspected.” 

The patient was again X-rayed by Dr. Beals, 
using a barium enema and there was found the 
same deformity of the ascending colon. (See 
Figure 1). 

On October 4, 1927, 375 ¢.c. of blood was 
given by direct method and on October 8, 1927, 
200 c.c. was given in the same way. 

The patient was prepared for operation by 
means of the blood transfusions as noted, rest in 
bed, enemas to clear out the bowel, a restricted 
diet, forced fluids and paragoric in fairly large 
quantities for forty-eight hours preceding the 
operation, in order to decrease the amount of 
fluid within the intestinal lumen. Operation was 
done on October 10, 1927, at which time a mass 
about three inches in diameter was found involv- 
ing the ascending colon just above the caecum. 
A resection involving the last few inches of the 
ilium, caecum, ascending colon and the hepatic 
flexure was carried out and the intestinal con- 
tinuity established by means of a lateral anasto- 
mosis between the terminal ilium and the first 
portion of the transverse colon. Gross examina- 
tion of the specimen after removal showed it to 
be an ulcerated type of carcinoma encircling the 
bowel to the extent of about 7% of its circumfer- 
ence but not producing any appreciable degree of 
obstruction. Subsequent microscopic sections 
proved the growth to be an adeno-carcinoma. 
The patient had an uneventful convalescence 
with the exception of a superficial infection of 
the wound and on discharge on November 14, 
1927, the hemoglobin was 66%. There was 
practically no distention at any time. The bowel 
function has been entirely normal since the 
operation. 

On reviewing the history of this patient we 
are impressed, firstly, by the apparent lack of 
appreciation, on the part of the patient, of the 
fact that she was seriously ill; secondly, by the 
rather grave anaemia in one who on cursory 
examination presented so little to account for it. 

With the exception of cancer of the stomach, 
ulcerating carcinomata of the caecum and ascend- 
ing colon produce the gravest anaemias of all 
surgical lesions of the intestinal tract. It is 


therefore of the utmost importance to bear these 


facts in mind in the investigation of patients who 
present varying degrees of secondary anaemia 
not easily accounted for. One frequent source 
of error is to attach undue importance to the 
patient’s statement that blood in the stools is due 
to hemorrhoids. 

It was long thought that anaemia seen in can- 
cer of the right colon was due to some inherent 
property of the mucous membrane of the caecum 
and right colon whereby its invasion by cancer 
cells produced the anaemia in question. In the 
absence of any detailed study on this subject this 
conclusion appeared feasible as carcinoma else- 
where does not produce the degree of anaemia 
seen in lesions of this portion of the intestinal 
tract. In even massive ulcerating carcinomatous 
lesions, as of the breast, the anaemia is not so 
marked. Much light has been thrown on this 
obscurity by the recent work of Alvarez, Judd, 
McCarthy and Zimmermann! who conclude from 
their investigations that: “Carcinoma of the 
caecum and ascending colon has a marked tend- 
ency to produce severe grades of anaemia. This 
tendency is less marked with cancer of the trans- 
verse, the descending and the pelvic portions of 
the colon.” 

The gradation cannot be explained on the 
basis of a greater loss of weight, more severe 
hemorrhage, or greater malignancy of the tu- 
mors in the right half of the colon. The malig- 
nancy of colonic cancers as a whole is low as 
compared with that of gastric cancers, and the 
tendency to metastasize is greater with cancer of 
the rectum than with that of the caecum. The 
cause for the gradation in anaemia seems to be a 
gradation in surface area of the tumors, being 
greater in the caecum than in the sigmoid. 

As would be expected, then, patients with 
cancers in the narrow descending colon are 
driven to seek relief early, usually within six 
months after the onset of the trouble. The 
symptoms with cancer of the caecum are less 
urgent and sufferers often put off consulting a 
physician until they are markedly anaemic. 

There is a definite relation between the area 
of the tumor removed at operation and the de- 
gree of anaemia. 

The essential factor in the production of 
anaemia seems to be the presence of a larger 
ulcerating area from which blood can ooze an 
through which bacteria can enter. Nowhere 
else on the inside of the body can ulceratin; 


cancers be found so large as in the caecum and 
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nowhere else are such big, raw surfaces in con- 
tact with a concentrated culture of organisms, 
many of them virulent, and when injected into 
animals, capable of producing severe anaemia- 

The patient seeks relief when the lumen of 
the bowel becomes more or less blocked. In the 
descending colon this can happen when the 
tumor has grown to the size of a walnut; in the 
caecum it does not happen until the mass 1s as 
large as a man’s hand.” 

Within comparatively recent years much prog- 
ress has been made in surgery of malignancy of 
the large bowel, particularly in extending the 
field of operability of these conditions. Many 
lesions are now successfully operated upon which 
in the past were deemed inoperable, thus giving 
the benefit of surgery to many of these unfortu- 
nates who in the past would have been given up 
as hopeless. This has been made possible by no 
one factor but rather a combination of several 
of them. Of these may be mentioned, more in- 
tense study and proper preliminary care of the 
patient before coming to operation. The anaemia 
is combatted by blood transfusions, the toxemia 
by forced fluids, the liver damage alleviated by 
giving glucose. In the obstructive lesions graded 
operations, for example, a preliminary enteros- 
tomy combined with the above, have served to 
put the patient in the best possible shape for the 
more serious operation which is to follow. As 
to the actual operation in patients who are a bad 
surgical risk, multiple stage operations, as for 
example the Miculicz operation has been of no 
little importance in reducing the mortality. Final- 
ly, intelligent post-operative treatment, abund- 
ance of fluids, given by hypodermoclysis or in- 
travenously, liberal administration of glucose, 
rest of the bowel and the prevention of disten- 
tion by not allowing the patient anything by 
mouth for two or three days following the oper- 
ation have been additional factors of safety and 
have a direct bearing on the operability of a 
given case. 

In the past the surgeon has been largely gov- 
erned as to the resectability or operability of a 
given malignant lesion by the presence or ab- 
sence of enlargement of the regional lymph 
nodes. This, of itself, should not be a contrain- 
dication to a radical operation as in a great many 
instances the enlargement is inflammatory rather 
than metastatic. Of particular interest in this 
connection is the work done by Craig and Me- 


Carthy* who in an investigation of this subject 
show that: 

“Of 10353 pathologic specimens examined 
32% showed metastatic involvement of the re- 
gional lymph glands. 

“Lymph glands were found which were nor- 
mal in consistency yet palpable and visible to 
the naked eve. 

“The size of the intestinal lesion, and the size 
of the regional glands, proved to be no criterion 
of the presence or absence of metastasis. 

“Lymph glands simulating cancerous glands 
in size, due to marked cellular infiltration and 
lymphedema were found to be inflammatory. 

“Glands too small to be palpated at the time 
of operation were found to be the seat of me- 
tastasis.” 

The following case history is included to 
illustrate a more marked anaemia than in case 1 
and to illustrate the possibilities of resection in 
quite large lesions: 

H. L. W., white. age forty-two, entered the 
Riverside Hospital January 27, 1926, for the 
complaint of anaemia and “catarrh.” He stated 
that in June, 1925, he found that on arising in 
the morning that he felt weak and dizzy but was 
able to carry on his work for part of the day 
He consulted a physician who told him that he 
was anaemic and was given iron intramuscu- 
larly for about two weeks, feeling much better 
and stronger at the conclusion of this series of 
treatments. He remained well then until the 
following month when he again began to feel 
badly and on consulting a specialist was told 
that he had malaria although organisms were 
not demonstrated. He was given a further 
course of iron. Following this, he had an attack 
of ptomaine poison and was severely ill. His 
hemoglobin at this time was 30%. He again 
sought medical attention and was advised that 
he did not have carcinoma or pernicious anaemia 
but intestinal parasites. He was given a trans- 
fusion with marked improvement. A_ second 
blood transfusion was done on October 10, 1925, 
with further improvement. Following this he 
gradually began to lose strength and weight and 
on December 22, 1925, was given another blood 
transfusion. His appetite has always been good. 
The stools, although seldom formed, have been 
normal in color. He complained of extreme 
hunger every five or six hours, so much so that 
he had actual pain in the upper abdomen which 
was relieved by food. There has been consider- 
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able gas and belching after eating although this 
has improved somewhat in the past three weeks. 
About once daily on an empty stomach he has 
nausea and vomits up about one-half cup mu- 
cous. Wines and whiskey are sure to aggravate 
the vomiting and nausea and occasionally cause 
a mucous diarrhea. 

Physicai examination: On inspection there is 
a very severe pallor of the skin and mucous 
membranes. The sclerae are anaemic. The 
heart and chest are negative. The abdomen is 
rather scaphoid in shape; liver dullness extends 
one finger-breadth below costal margin. The 
tip of the spleen is barely palpa'e to forced ex- 
piration. No masses were palpated. Extrem- 
ities are emaciated. The urine is negative. 

On admission the hemoglobin was 299% ; red 
blood cells 2,552,000; leukocyte count 10,200; 
neutrophiles 76%; lymphocytes 199%; eosino- 
philes 14%%; normoblasts 3%; anisocytosis, 
poikilocytosis and achromia were marked. No 
malaria parasites were found. The patient be- 
longed to group 2 of the Jansky classification. 
Wassermann reaction was negative. Gastric 
analysis showed at the end of the third fifteen 
minute period free hydrochloric acid 11.9; total 
acidity 22.61. There were only two or three c.c. 
of gastric residue present which showed no gross 
or occult blood. Examination of the stools on 
numerous occasions showed occult blood to be 
constantly present but negative for ova and 
tubercle bacillae. 

X-ray examination by Dr. Beals.» The conclu- 
sions from this examination are as follows: 

“The several shadow increases noted in the 
liver area are not at all typical of gall stones al- 
though at least one corresponds in position to 
that of the gall-bladder. These calcifications 
suggest healed tuberculous lesions, calcified 
lvmph nodes, or some other less specific condi- 
tion. There is a constant deformity of the py- 
lorus, the presence of which was confirmed by 
a second examination with the patient under full 
physiologic effect of belladonna. This would 
indicate the presence of a prepyloric lesion, prob- 
ably ulcer, on the lesser curvature. However, 
there is no apparent degree of obstruction. The 
ascending colon was never filled to a normal 
contour. (See Figure 2). 

This finding alone indicates the presence of 
a rather extensive lesion involving this portion 
of the bowel wall. Malignancy is, of course, 


the most frequent cause of such deformity. 
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However, tuberculosis of the ascending colon 
should be considered, especially in view of the 
numerous calcifications noted throughout the 
upper abdomen. 

After the usual preoperative preparation 
which included two blood transfusions by the 
direct method, operation was done on February 
11, 1926, the preoperative diagnosis being car- 
cinoma or tuberculosis of the ascending colon 
and gastric ulcer. Under nitrous oxide ether 
anaesthesia the abdomen was opened by means 
of a right rectus incision. Inspection of the 
stomach and duodenum failed to substantiate 
the X-ray findings as to prepyloric ulcer. In the 
ascending colon about midway between the 
caecum and hepatic flexure was a hard mass 
about three inches in diameter involving the en- 
tire wall of the bowel and adherent to the tip of 
the liver. There were no adhesions to the small 
bowel but the mass seemed to be fairly firmly 
fixed posteriorly and laterally. The healthy 
bowel wall above and below the mass could be 
invaginated through the mass demonstrating the 
fact that there was no obstruction. There were 
no glands present in the meso-colon. Examina- 
tion of the liver showed two subcapsular nod- 
ules, hard and irregular in shape. Excision of 
one nodule demonstrated a caseous lesion. There 
was another similar nodule located on the convex 
surface of the spleen. As the general condition 
of the patient was poor it was decided to do a 
Miculicz operation as it was deemed unwise to 
subject the patient to an immediate radical re- 
section. Dy means of an incision through the 
peritoneum to the outer side of the colon the 
mass with the caecum and ascending colon were 
freely mobilized without difficulty. The mass 
was then delivered from the abdomen and the 
proximal and distal loops of the colon united by 
means of interrupted sutures. The peritoneum 
and fascia were then united to these loops and 
the wound further closed in the usual manner. 
Sections made from the nodules excised from 
the liver showed this to be chronic inflammatory 
tissue and not malignant. Two days later the 
protruded mass left from the first operation was 
amputated close to the skin margin with an ac- 
tual cautery and a Paul tube introduced to the 
proximal end of the bowel and held in place by 
means of a purse string suture. Gross examina- 
tion of the specimen excised showed it to be a 
very large ulcerated lesion with gangrenous and 
necrotic base and edges. Sections from the mass 
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Ficure 2. Carcinoma of ascending colon, shov 


showed this to be an adenocarcinoma. Follow- 
ing 


> 


to cut through the spur left between the prox- 


this operation clamps were applied in order 


imal and distal loops with the idea of further 
closing the bowel by means of a third operation 
ifter the clamps had cut through. However, 
following this second procedure the patient grad- 
ually lost strength and it became apparent that 
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ving extensive deformity as indicated by arrows. 


he would not survive the ordeal. The patient 
died February 18, 1926, one week following the 
first operation. 

\n analysis of this case brings out several 
points of interest. The first is that the patient, 
although having been seriously sick for some 
length of time, had never had a complete exam- 


ination and diagnosis made of underlying lesion 
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which was to cause the loss of his life. I am sure 
that had this been done at an earlier date the 
cause of his anaemia could have been found, and 
a radical operation done at a more favorable 
time. 

The second point of interest is the confusion 
which exists between the diagnosis of tubercu- 
losis of the bowel and carcinoma. In view of the 
fact that tuberculosis of the bowel very rarely 
indeed produces an anaemia to the extent which 
this man showed should have given us a clue as 
to the correct underlying pathologic process. It 
is possible that our surgical judgment was some- 
what in error in estimating the condition of the 
patient for this operation. Possibly a more pro- 
longed pre-operative treatment with additional 
blood transfusions might have gotten him in 
better shape. The question of gastric ulcer re- 
mained unsolved. Certainly there was sufficient 
evidence both from the standpoint of history and 
X-ray findings to warrant such a diagnosis, yet 
knowing these and with the abdomen open, no 
lesion could be found in the stomach or duode- 
num to account for these findings. 

Mention has already been made of the fact 
that tumors in other portions of the large bowel 
when even small bring the patient to our atten- 
tion much sooner than those of the right colon. 
The following case history is given to illustrate 
this point. It is of further interest to note in this 
patient that carcinoma developed elsewhere at a 
remote period from the trouble with the bowel: 

Mrs. J. G., age 51, came to the Riverside Hos- 
pital on September 10, 1920, complaining of pain 
and a growth in the epigastrium. She gave the 
onset of her present trouble as beginning Christ- 
mas, 1919, with spasmodic pains in the lower 
abdomen resembling labor pains, which at first 
occurred about every hour, then gradually be- 
coming further and further apart finally ceased 
in about three weeks. There was considerable 
vomiting and loss of weight accompanied by 
weakness. Three weeks before admission to the 
Hospital she noticed a lump in the epigastrium 
which she thought had increased in size. This 
was very sore and caused painful breathing. 
There had been no localized pain in the region 
of the appendix. Physical examination showed 
a small woman below normal weight, apparently 
anaemic. The abdomen was soft, slightly dis- 
tended. There was tenderness above and to the 
right of the umbilicus, where a tender, freely 


movable tumor about one inch in diameter could 
be palpated. The physical examination was 
otherwise negative. On admission the white 
blood count was 15,400; differential count nor- 
mal ; hemoglobin 90% ;red blood cells 4,000,000 ; 
Wassermann reaction negative; malaria nega- 
tive. Examination of the stools showed particles 
of bloody mucous. A stained smear from the 
stool was negative for tubercle bacillae. The 
urine showed nothing abnormal. A diagnosis of 
tumor of the large bowel, probably of the trans- 
verse colon was made. Operation September 
16, 1920, disclosed a small, hard, rounded tumor 
involving the first portion of the transverse colon 
which was adhered to the omentum. There was 
no regional glandular enlargement. The liver 
was negative. The growth and adjoining bowel 
was freely mobilized and delivered from the ab- 
domen and the wound closed around the pro- 
jecting limbs of bowel in the usual manner. A 
few days later the growth was amputated and 
clamps applied to cut the spur between the two 
limbs of the bowel. Following this the bowel 
was closed. Examination of the excised speci- 
men showed it to be an encircling lesion which 
was producing a partial obstruction of the bowel 
at this point. Pathological sections showed that 
the growth was an adenocarcinoma. There was 
no ulceration of the mucous membrane. The pa- 
tient made an uneventful convalescence and re- 
mained perfectly well until the latter part of 
December, 1925, at which time she reentered the 
hospital because of severe uterine hemorrhage. 
A diagnostic currettage and pathological exam- 
ination of the currettings demonstrated adeno- 
carcinoma. A complete hysterectomy was done 
and an adenocarcinoma of the fundus of the 
uterus found. Since this date the patient has 
remained entirely well and free from recurrences. 

In conclusion, it is again emphasized that, 

(1) A complete examination, including de- 
tailed X-ray study, should be done on every 
patient complaining of anaemia of which the 
cause cannot be readily found, and, 

(2) In all patients, particularly in the cancer 
age, complaining of hemorrhoids with bleeding, 
the rectum and colon be thoroughly examined 
for malignancy. 
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RUMINATION OR MERYCISM* 
N. L. Spencier, M.D., 
Tampa. 

Rumination or merycism are words of Latin 
and Greek origin respectfully, meaning “the 
casting up or regurgitation of food from the 
stomach to be chewed again.” The application of 
these definitions, as applied to the habit of rumi- 
nation, in the first year of life would be the 
regurgitation of food from the stomach to be 
spit out of the mouth, because these children do 
not make any attempt to masticate their food. 

In reviewing the American literature on this 
subject, I find two cases reported in Archives of 
Pediatrics in 1881 and 1921. A few cases may 
be found in 4. J. of D. of C. In the text-books 
it is conspicuous by its absence. Abt gives 
about four pages which is quoted from various 
reports mentioned above, and expresses the opin- 
ion that this habit—if a habit—in his opinion, is 
of more frequent occurrence than commonly 
helieved and is often overlooked. This comprises 
about the most elaborate treatise on rumination 
] have been able to find. 

For convenience of study, will classify rumi- 
nators into three different types, basing these 
types on the physical status of the child as a 
result of loss of food by rumination. 

Type One.—At the age of 3 to 5 months this 
type will ruminate only a certain quantity of 
food, regardless of the change in formula or taste 
of food, and after the habit is well formed, will 
maintain the same body weight, without gain or 
loss. The weight height basis in this type will 
gradually grow to greater disproportions, due to 
a gradual, but diminished, skeleton growth. 

This type will show some definite method of 
rumination, aided by placing fist or several fin- 
gers partially in mouth. Patient may use either 
hand when one is restrained, or both hands. 

This type is rather hard to detect, unless ru- 
mination is kept constantly in mind, for the 
hands and arms obscure from view the typical 
facial expression, contraction of muscles of neck, 
throat and mouth, with a periodical and slight 
contraction of the abdominal muscles. 

Rumination of all types can be influenced for 
a period of 12 to 48 hours by a radical change in 
formula which completely changes the taste of 
the food. This would add a few ounces to the 


*Read before the Hillsboro County Medical Society, 
Tampa, October 18, 1927. 


child’s weight, which gain would be maintained, 
but not increased longer than 48 hours. 

Many changes of correctly estimated formulas 
will keep patient’s weight at the same level. This 
tvpe does not show a highly exaggerated nery- 
ous complex. 

Digestion of all food ingredients in this type 
is normal, as shown by chemical and microscop- 
ical examination of stools, 

Patient is constipated and nervous and efforts 
to overcome this condition are not very success- 
ful. This is most probably due to the perfect di- 
gestion of the food and small quantity retained and 
rapid absorption from the intestinal tract. This 
would result in a small amount of fecal residue, 
and by the time it reached the end cf the diges- 
tive tract would be a scibalous mass. Under 
these conditions patient soon falls a victim to 
one or more of the variously used purgatives 
supplemented by suppositories and enemas. The 
abdomen of this type is somewhat retracted and 
is free from gas. 

Physical E.ramination—Shows a baby free 
from infection and organic lesions. Under- 
weight, fairly well developed skeleton, with a 
marked diminution of subcutaneous fat. Patient 
is hungry and fairly active. Takes food raven- 
ously. The nervous system of this type is ex- 
tremely well preserved. Rickets is present. 

Differential Diagnosis—Must be differenti- 
ated from pylorospasm, congenital, hypertros- 
phic, pyloric-stenosis, so-called indigestion, ha- 
bitual vomiting, and marasmus. 

Type 2.—A pale, thin, highly nervous child, 
with a ravenous appetite, very fretful. Consti- 
pated with a gradual loss of weight over a long 
period of time. Begins rumination almost im- 
mediately following the ingestion of food, and 
this is continued at intervals from one to two 
hours. In two hours the stomach is empty and 
the contents are so successfully ruminated that 
little food passes out of the stomach to nourish 
the baby. These patients usually give a negative 
history of any nervous disorders in parents. 

The habit continues until baby becomes so 
emaciated he is classified as a marantic and 
death will result from starvation unless the 
habit is restrained. 

This type is more easily diagnosed as a rumi- 
nator than either the first or third type, by the 
vigorous manner in which they ruminate. Very 
little success in treatment of this type is obtained 
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by radical change in diet. They will ruminate a 
liquid or semi-solid food with the same degree 
of success. Water is retained fairly well, unless 
given in large quantities, when it is ruminated 
in same manner as food. 

Type 3.—Is a modified combination of both 
type one and two, They do not develop into the 
steady or vigorous type of ruminators as de- 
scribed in class one and two, and as a result do 
not become emaciated to the same degree, nor do 
they develop the steady nervous syndrome as ex- 
pressed in the two types just described. This 
type, in my opinion, comprises by far the largest 
group of ruminators. They usually show an 
irregular up and down weight curve and in the 
end come out fairly well. In this group is con- 
tained the large number of so-called habitual 
vomiting cases. 

Treatment of first and second type is best ac- 
complished by immobilizing the lower jaw, 
either by some form of mechanical appliance or 
by manual inhibition of the act. Treatment of 
second type is more difficult, because the diag- 
nosis is often uncertain. The feeding in past has 
been both bad and good, for in the efforts to 
obtain a food that baby will not spit up he is 
often put on an unbalanced diet. His nervous 
system is deranged; in fact, his whole physical 
being is thrown out of gear and he readily be- 
comes a fit subject for some habit spasms, one of 
which may be rumination. This may lead to 
either one of the three tvpes mentioned, depend- 
ing largely on the nervous organism of the baby 
in question. 

Case 1—Male, age 5 months, first and only 
child. 

Mother and father living and in good health. 

Maternal, paternal, uncles’ and aunts’ histories 
negative. 

Labor normal, baby did not show any symp- 
toms of birth injury or evidences of difficult 
breathing, or strangulation. No methods of re- 
suscitation were used. 

Nursed two weeks, was then put on artificial 
food. Mother stated that child had colic and 
spit up food often. This was cause for weaning 
baby and placing him on artificial food. 

At the age of 3 months child weighed 9.8. 
Was spitting up food after each feeding. Mother 
stated child was kept under observation for a 
while. Diagnosis of congenital pyloric stenosis 
was made, operation performed. At time of 
operation no enlargement of pyloris was found. 
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Adhesions were suspected, so a small slit was 
made in muscular band of pyloris and some 
bands in region of gastropvloric ligament were 
severed. Wound closed and child was treated 
as a pyloric and also as one having adhesions. 

Child did not gain in weight and continued t: 
spit up its food, maintaining a weight of 9.9, 
same as when it was 3 months old. 

Patient was seen on June 16, 1927. Mother 
stated she had removed child from care of for- 
mer physician a few days before and that child 
was still spitting up its food, and had not shown 
a gain in 10 weeks. Child was taking imperial 
granum. 

Physical E.xamination.— Showed a child as 


described in type 1. Mother reported Wasser- 


mann negative. Weight was 9.9, height 25”. 

Treatment.—Whole milk, cod liver oil, cal- 
cium, and sun bath. On June 25th, four days 
later, child weighed 10.2, same treatment. It 
was on the third visit to office that the symptoms 
of rumination were noted and treatment for re- 
straint instituted. On 7-8-27 child weighed 
10.11, on 7-17-27 weighed 11.12, on 8-2-27 
weighed 13.4, on 8-23-27 weighed 14.5, and on 
10-2-27 weighed 17. 

No changes in diet or treatment was made. 

Case 2.—C. F., age 5 months; had been sick 
for about 3 months. Was then very much 
emaciated, highly nervous and presented all the 
signs and symptoms of a typical case of maras- 
mus. 

Physical Examination Negative.—Had been 
fed many different formulas, without result. 
Patient was put on 4-hour schedule of whole 
milk, 6 ozs. at each feeding. For 5 days patient 
did not gain. At this time symptoms of vigorous 
rumination were noted. Measures for prevention 
of rumination were instituted, patient immedi- 
ately began to improve and made an uneventful 
recovery. Diet was not changed during the 
period of recovery. 

This case presented all the symptoms de- 
scribed under type 2. 

Many cases have been seen as described under 
type three. These patients, however, seldom 
require the use of any special method of re- 
straint. The habit is poorly developed in this 
class of ruminators and they usually correct the 
habit themselves after a modification of the diet. 

Many cases of this type are treated as patients 
with digestive disturbances, and the cure is cred- 
ited to a change of diet. 
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DOUGLAS: A CONCEPTION OF TODAY'S RELATIONSHIP OF DENTISTRY AND MEDICINE 


A CONCEPTION OF TODAY’S RELA- 
TIONSHIP OF DENTISTRY AND 
MEDICINE* 

A. F. Douctias, DD.S., 
Chattahoochee. 

I may say in the beginning that this paper is 
not offered as a brief for dentistry, or a plea for 
its wider recognition in the field of the healing 
arts. I have never had much patience with those 
of my brethren who bemoan the fact that by 
some our work is still considered largely me- 
chanical, and that the populace at large, as well 
as members of other professions, are not prop- 
erly impressed with our professional status, and 
the importance of our share in the healing of 
the sick. 

My observation has been that in this, as well 
as in most other things in this vale of tears, we 
get back in very fair proportion what we put 
out, and it has always been my contention that 
just in so far as we have progressed and can 
deliver in the scientific treatment and healing of 
the lesions of the oral cavity, to just that extent 
will recognition be accorded us. 

Moreover, it is not my belief that dentistry can 
be classed strictly as a specialty of medicine, as 
some of my profession seem so ardently desirous 
of distinguishing it. If we accept oral surgery, 
extraction, orthodontics, mouth hygiene, prophy- 
laxis, root canal therapy, and first aid treatment 
as the practice of dentistry, we may accept den- 
tistry as a specialty of medicine in some sense of 
that term; for these branches are comparable 
with operative and therapeutic practice in other 
fields of medicine, particularly those involving 
the head, and our basic training for diagnosis, 
prognosis, and practice under such conditions is 
very similar. 

But there is an essential difference between 
dentistry and the other medical specialties, such 
as rhinology or ophthalmology, that difference 
being the technical reparative and restorative 
procedures that the dentist must perform, and 
which unquestionably furnish a large part of 
dentai practice today. 

It would seem then that ours is a profession 
unto itself, with four vears of training for our 
special work, very closely related to medicine to 
be sure, because it is intimately connected with 
the problem of general health and function, and 
in addition dealing with the mechanics of artis- 


*Read before the Leon-Gadsden-Liberty-Wakulla-Jef- 
ferson County Medical Society, Chattahoochee, October 
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tic and efficient restorations of lost function in 
the mouth. 

To my mind dentistry can stand and deliver on 
this basis in complete cooperation with the med- 
ical profession, with a recognition of medicine’s 
wider field, and with no need to beg or borrow 
status from anyone. 

The last decade marks a notable period of 
advancement in dentistry and oral surgery, and 
our work has risen far above the standard of the 
days when it was considered simply a high type 
mechanical art, having little to do with health or 
disease. It is my purpose then to bring before 
you some of our common problems in the treat- 
ment of disease, that seem to call for a more com- 
plete understanding of each other's province, 
that we may each profit by and take advantage 
of the other’s special knowledge and training. 

That both medical and dental professions are 
fast realizing the correlation between dental and 
systemic disease is evidenced by the recognition 
of the fact that no problem dealing with general 
health is at all times purely dental or purely med- 
ical in scope. The pathologic phenomena of 
dental disease and of the investing structures 
are fundamentally the same as that of any infec- 
tion anywhere in the body. Local conditions 
about the teeth and mouth always afford the ele- 
ments necessary for growth and multiplication 
of pathogenic micro-organisms, which are car- 
ried into the deeper structures by the blood and 
lvmph. 

A study of the investing bony tissues of the 
teeth clearly indicates the processes involved in 
the dissemination of disease from the roots of 
infected teeth to remote parts of the body, and 
confirms the conclusion that these infections are 
anything but localized conditions. 

In pyorrhea alveolaris, when pus is being con- 
stantly discharged into the mouth, systemic in- 
volvement follows not only by absorption by the 
blood and lymphatic capillaries of the gum tissue 
and periodontal membrane, but by absorption 
through the stomach and intestines of the swal- 
lowed pyogenic discharges. Thus absorbed bac- 
teria invade the viscera, muscles, joints and 
nerve structures, and there give rise to any one 
of a series of pathologic manifestations. It may 
be duodenal ulcer, an arthritis, a myostitis, a 
neuritis, or even a psyciiosis. 

Of course, not all chronically infected teeth 
cause systemic trouble, nor are dental and oral 
foci the only causative factors in the production 
of chronic systemic diseases, but they should 
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never be overlooked in the search for etiology 
and, when found, every effort should be made 
to eliminate them, regardless of any coexistent 
foci present in other parts of the body. 

Next to a proper evaluation of dental findings 
with reference to their etiologic significance in 
every case of systemic disease, a better under- 
standing of the so-called symptomatic mouth 
lesions is of great importance. In the oral cav- 
itv are frequently registered the reactions of 
many systemic disturbances. The well-known 
and clinically characteristic oral manifestations 
in most febrile diseases, such as the typical Kop- 
lik’s spots in measles, the grayish white spots on 
tonsils and pharynx in diphtheria, the strawber- 
ry tongue in scarlet fever, the dry and abraded 
oral mucous membrane in typhoid, etc.; also the 
mucous patches in early syphilis and the oral 
symptoms of metallic and drug poisonings, are 
examples of this phenomena. 

There is rarely a_ constitutional disease, 
whether it is one of the blood or of the degen- 
erative, metabolic or nutritional types, where 
there is no abnormality of some kind or other 
about the oral tissues. 

Thus, we observe that diseases like diabetes, 
anemia, pernicious anemia and tuberculosis are 
invariably associated with spongy, bleeding gums 
and pyorrhea. Sore bleeding gums and glossitis 
are especially prevalent in anemias. In pellagra 
a condition exists which not only produces a 
glossitis and sore mouth, but there is also an 
inflammatory reaction which frequently involves 
the entire gastrointestinal tract. It is not uncom- 
mon for dentists to hear complaints from patients 
suffering from renal and cardio-vascular diseases 
and resultant hypertension, and who wear arti- 
ficial dentures, that they suffer from burning 
sensations in the tongue or palate, that can only 
be explained on the basis of circulatory disturb- 
ances. 

Obviously it is not only unscientific but futile 
for the dentist to treat local conditions which, as 
in these instances, are but manifestations of some 
deeper pathologic processes, without studying in 
collaboration with the physician the patient’s 
general physical condition, and instituting ade- 
quate general treatment.. Likewise, the many 
abnormal conditions about the teeth and associ- 
ated structures require the diagnosis and care 
of one trained in dental and oral pathology. 

It seems to me that the very highest tvpe of 
reciprocal correlation of our two professions 


should exist in the practice of group medicine 


such as we are engaged in here in this institu- 
tion. We are at all times immediately available 
to each other, have at hand pathological and 
radiographic laboratories, hospital and infirmary 
facilities, and by availing ourselves each of the 
other’s special training and facilities a quicker 
and more comprehensive diagnosis could unques- 
tionably be made in many instances, and our 
service to these people more closely approach 
that which should be the ideal of all the healing 
arts—prevention rather than correction. 

My vision for the dental service includes 
something more than superficial clinical exam- 
ination, followed by treatment based on the out- 
ward manifestations of the oral cavity. X-rays 
of the entire mouth should be routine, which 
with clinical findings and history should furnish 
the basis for a dental report to the physician in 
all physically sick cases. This, with considera- 
tion of the findings of the general medical exam- 
ination, would furnish an intelligent basis upon 
which to proceed with any treatment and _ par- 
ticularly in determining the advisability of any- 
thing surgical, such as extractions, etc., as well 
as the necessary preoperative and postoperative 
care. 

On the other hand it is not presumptuous to 
feel that the results of a complete and scientific 
dental examination and diagnosis would furnish 
the physician with an insight into conditions that 
might otherwise progress unsuspected with the 
result that his treatment is delayed or defeated. 

Dentists and physicians, during a long period, 
knew but little of each other, and that little 
was not always the good. It appears that the) 
parted company in Egypt about the time Moses 
escaped from under Pharoah’s hand with the 
Israelites. At any rate they have remained much 
apart until the last few years. There was a time 
not beyond the memory of those of us who count 
ourselves as vet voung, when the ground on 
which a physician referred his patient to a den- 
tist was toothache, and not always then, as many 
a broken off molar will attest, and no ground at 
all on which the dentist referred his patient to 
the physician. 

Times have changed and professional outlook 
with them. The dentist needs the physician and 
knows it. The physician’s need of the dentist, 
while possibly not so great or well known, is a 
fact nevertheless. Thus, a closer relationshi 
has grown up and is yet developing. Why not 
make the most of it, for our mutual benefit and 
the good of those we serve? 
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ANEURISM OF THE THORACIC AORTA. 
CASE REPORT* 
Joseph H. Lucinian, M.D., 
Miami. 
H. W., a white man, 57 
referred to me by Dr. S. E. Chambers for roent- 


vears of age, was 


gen ray examination of the chest. 

His family and past history presents nothing 
remarkable except for a lesion on his external 
genitalia contracted forty vears ago. 

His chief complaint is that of hoarseness and 
an annoying cough which began three years ago 
with a sudden onset of complete aphonia lasting 
five weeks. For the past eight years he has been 
having inconstant pain between his shoulders, 
often dull but occasionally boring in character. 
Following strenuous exertion such as lifting of 
heavy safes, pianos and railroad ties, at which he 
makes his living, he has sharp pains in his chest 
and suffers considerably from dyspnea. He also 
complains of occasional vertigo. 

The positive findings in his physical examina- 
tion are confined principally to his chest which 
shows a prominent buige at the right of the ster- 
num. To the palpating fingers a definite impulse 
is transmitted which becomes more unmistakable 
when one hand is placed over the mid-dorsal 
spine and the other over the sternum. A distinct 
pulsation is felt at the suprasternal notch. 
Increased car- 


Tra- 
cheal tugging is at times noted. 
diac dullness 2 cm. beyond the normal limits to 
the right. A systolic murmur heard over the 
left chest with a maximum intensity in the left 
third interspace transmitted upward toward the 
neck. The second sound is accentuated over 
the sternum. The pulse in the radials is not re- 
tarded. The blood pressure, however, shows a 
decided difference, that on the left being 140/90 
as compared with 140/65 on the right. The 
arteries are markedly sclerotic. The blood Was- 
sermann test is strongly positive. 

Fluoroscopic examination shows the supra- 
cardiac shadow unusually enlarged, fusiform in 
shape and in sharp contrast to the surrounding 
lung structure. The enlargement begins just 
above the right auricle and is continued upward 
and to the left. Definite expansile pulsation can 
be made out synchronous with the contractions 
of the left ventricle. The shadow is seen to be 
continuous with that of the aorta in all the vari- 


*Read before the Dade County Medical Society, Miami 
Beach, June 3, 1927. 


ous diameters of the chest. The posterior medi- 
astinal space is encroached upon by the descend- 
ing portion of the enlarged shadow which is 
nearly saccular and lies closer to the posterior 
chest wall. The esophagus is not compressed 
nor is the trachea appreciably displaced. The 
heart shows no enlargement. The midportion 
of the left lung field is not as clear and bright 


as the right. 


tation of the aorta. 


ination. Wassermann test strongly positive. 


The roentgenogram confirms the fluoroscopic 
The diffuse 


aneurism of the thoracic aorta. 


findings. shadow represents a 
It is remarkable 
because of the extensive involvement of all the 
portions of the arch. 

Differential 


standpoint, presents many 


from the roentgen- 
ologic difficulties. 
Aortic aneurism may not always be easily dis- 


tinguished from mediastinal tumors, primary ot 
Tumors may transmit the pulsations 


diagnosis, 


metastic. 
of the aorta and be mistaken for aneurism. On 
the other hand, pulsation may be absent in an- 
eurism or very difficult to make cut. Tumors, 
as a rule, have less sharpiy defined borders and 
the aorta may be made out as a shadow distinct 
from that of the tumor. The heart and aorta 
are often displaced by tumors. Lymphoblas- 





aa 


FIG. NO. 1.—Aneurysm of the thorasic aorta shows extensive fusiform dila- 





Primary lesion 40 years ago previous to X-ray exam- 
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tomas, such as Hodgkin’s disease and primary 
sarcomas, are more irregular in outline and 
denser than aneurism. Hodgkin’s disease af- 
fects the mediastinal glands on both sides in the 
form of long chains and is usually associated 
with glandular enlargement elsewhere in the 
body. Deep roentgen therapy causes their rapid 
disappearence. Esophageal diverticuli and ex- 
tensive cardiaspasm may be distinguished by 
observing the passage of a barium meal under 
the screen. Large, perivertebral abscesses are 
more or less fusiform, closer to the spine, with 
sharp borders and do not pulsate. The vertebrae 
may show a destructive process. 

This case is presented chiefly as a classical 
example of aneurism with all of its etiological, 
clinical, pathologic, and roentgenologic features 
so well correlated. We have a man beyond mid- 
dle age, with history of venereal sore several 
decades previous to onset of symptoms. He has 
engaged in strenuous stevedore labor with con- 
sequent strain on the cardiovascular system. 
Present symptoms as outlined above are easily 
explained by the pathological changes noted in 
the roentgenogram. 





GALL-BLADDER DISEASES* 
LeRoy A. Wy ir, M.D., 
St. Petersburg. 

Some years ago it was assumed that all of the 
essential facts regarding surgery of the gall- 
bladder had been settled, but recent studies on 
the physiology of the liver and gall-bladder show 
that the gall-bladder undoubtedly has certain 
definite functions, but just what they are has 
not been determined. 

The gall-bladder is present in most animals 
which secure their food from the surface of the 
ground, while leaf-eating animals, 7. ¢., ele- 
phants, horse, deer, etc., have no gall-bladder. 

Embryologically it begins in a small nest of 
cells from which develop the pancreas, liver, 
duodenum and ducts. It occurs as a solid end in 
the common duct which later becomes hollow 
and enlarges, consisting of four coats, mucous 
membrane, submucosa containing ‘large lym- 
phatics, muscularis and serosa. It is supplied 
by a large artery—the cystic and a few vessels 
from the attachment to the liver. The circula- 


*Read before Pinellas County Medical Society, Jan. 
27, 1928. 


tion is full heart pressure, while the liver works 
under low tension. 

In man the gall-bladder holds approximately 
30 ce. of bile, about 1/40 or less of the total 
amount of bile made in 24 hours. This bile is 
ten times as concentrated as the bile in the liver. 

Pure bile is not a good culture medium for the 
types of bacteria found in gall-bladder disease. 
When inflammation is present and the bile con- 
tains 30% of serous exudate it becomes fairly 
good media. 

Rosenow’s idea of selective affinity of bacteria 
for the gall-bladder wall through the circulation 
is accepted as the correct one. Possible but not 
probable causes of gall-bladder diseases are: 

1. Bacteria from the intestines gaining en- 
trance through the common duct. 

2. Passing through the liver via portal cir- 
culation not being killed by the liver action. 

3. Bacteria are backed up to the lymphatic 
system of the gallbladder, thus gaining entrance 
through the wall. 

The common duct is surrounded by muscle 
which has been described by Oddi as a sphincter 
muscle controlled by the sympathetic nerves. 

It may be that this sphincter is influenced by 
duodenal peristalsis, or the contents of the duo- 
denum as fat or acids or even intra-abdominal 
pressure, thereby regulating the flow of bile into 
the duodenum, but research by Sweet has shown 
that under normal conditions little or none of the 
bile which enters the gall-bladder leaves it by 
way of the duct. It is probable that the gall- 
bladder has control of its own cystic duct in 
order to cause pressure filtration of the bile into 
the blood stream through the lymphatics. 

The exact etiology of choleocystitis has been 
difficult to determine. It has been assumed that 
the cause was infection, but with the marked 
advance of aseptic surgery Dr. Judd has shown 
that from only a very small number of diseased 
gall-bladders could bacteria be obtained. It is 
certainly more evident than formerly that source 
of these conditions occur independently of bac- 
terial infection. 

Symptoms— The clinical manifestations ot 
choleocystitis are usually definite. The principal 
symptom is pain, which is very severe, has a 
sudden onset and radiates characteristically t« 
the back of the shoulders. Yet to attempt to diag- 
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nose chronic choleocystitis in the absence of 
colicy pain is attended with much uncertainty. 

Soreness, tenderness, constant dull pain, dys- 
pepsia, particularly evidenced by belching gas 
may result from chronic gall-bladder disease. 
Jaundice is evidence of obstruction in the lower 
end of the common duct, often caused by other 
things than stones within the gall-bladder. 

We wish to call attention to the close associa- 
tion of chronic gallbladder disease to rheuma- 
tism or cardio-vascular disease. 

Willis has shown that in 559% of cases of 
cardio-vascular disease with which choleocys- 
titis is associated, definite benefit and moderation 
of the cardiac symptoms follow removal of the 
gall-bladder. 

The diagnosis of choleocystitis can be made on 
the clinical manifestations alone. One of the 
most valuable adjuncts in making a diagnosis is 
the Graham Cole method of X-ray examination, 
but even with this new method of examination 
the stage has not yet been reached where diag- 
nosis can be made by this method alone. Chole- 
cystography is valuable from the negative as 
well as from the positive side. When no shadow 
of the gall-bladder is evidenced there must be 
occlusion of the cystic duct, probably as the 
result of contraction on gall-bladder stones or 
strictures which act as a mechanical block. 
When the test is positive, the shape, size and 
general position of the gall-bladder are shown, 
and stones which might be otherwise overlooked 
may be recognized. 

Carmen has found that the test is of value in 
85% of cases. He advocates the administration 
of the dye by mouth rather than intravenously. 


Pathologic— Normally the gall-bladder is 
bluish in hue and non-adherent. Tension plays 
but a small part in the pathology of the gall- 
bladder, because after starvation the gall-blad- 
der is never under tension. 

In the so-called strawberry gall-bladder we 
often find lipoid substances, which is evidence 
that the gall-bladder plays a part in the metabol- 
ism of fats and these lipoids are not the result 
of infection. 

The incision which is most generally used in 
operating on the biliary tract is based on that 
of Bevan, beginning as high as possible between 
the ensiform cartilage and the costal margin, 


passing down about one-half inch to right of the 
mid line of sufficient length to enable easy ap- 
proach to the gall-bladder, at the same time 
reach the appendix if needed. It should not be 
forgotten that the cystic duct has its origin to 
the liver side of the pelvis of the gall-bladder, 
and that the cystic artery usually has its position 
to the inner side of the duct. Removal of the 
gall-bladder from below upwards, after separate 
ligation of the artery and duct facilitates the pro- 
cedure. A good suggestion is to leave the 
peritoneum and the posterior aponeurosis of the 
rectus muscle uncut in the lower one-fourth of 
the incision. They will retract readily and are 
a safeguard against subsequent hernia. Drain- 
age is a great comfort in cases of acute infection 
to both patient and surgeon and is indicated to 


relieve tension. 


Choice of Operative Procedure—Again arises 
the old argument—cholecystotomy vs. cholecys- 
tectomy. 

In my opinion it is a question of surgical 
judgment in each particular case. In this lo- 
cality where we see many acute infections of the 
gall-bladder in elderly persons, opening and 
drainage is the operation of choice. Suppose 
we do have a non-functioning gall-bladder we 
have a live patient whose span of life is short 
at best. On the other hand a complete removal 
is the operation of choice in the many chronic 
choleocystitis cases. 

In Conclusion— 

It has been my observation that surgical treat- 
ment is satisfactory although we may not know 
the causing factors of gall stones and in inflam- 
matory diseases of the gall-bladder. With all 
due respect to the internist with his calomel, 
salts and gall-bladder drainage “for they have 
their place,” when the gall-bladder becomes the 
seat of definite disease, surgery will offer the 
best results. To reiterate the salient points of 
this paper, which I trust will cause discussion, 
thereby expanding our knowledge of the sub- 
ject: first, the close association of gall-bladder 
disease to arthritis, rheumatism and cardio- 
vascular diseases, secondly, that the gall-bladder 
has a definite affinity for certain bacteria and 
that they gain entrance to the gall-bladder wall 
through the circulation; thirdly, the impor- 
tance of the sympathetic nerve supply with gall- 


bladder disease. 
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tentional on the part of the essayist, but in the 


hurry of his busy practice, he overlooks the 


neater details of the preparation of his paper, 
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will invite the cooperation and approval of all 
those who offer papers for publication. 

It is suggested to our contributors that they 
secure a copy of “The Art and Practice of Med- 
ical Writing’ published by the American Med- 


ical Association. 





DOCTORS’ ANNUAL REGISTRATION 


The medical registration law requires annual 
registration with the State Board of Health of 
all practitioners of every healing art. This law, 
passed by the legislature of 1927, was endorsed 
by the medical conference, consisting of the 
officers of the Florida Medical Association, the 
members of the State Board of Medical Examin- 
ers. The placing of this law in the statute books 
of Florida has received favorable comment and 
the members of the Florida Medical Associa- 
tion have been congratulated for their definite 
progress in having had a law passed requiring 
medical registration. 

While the officers and many of the members 
of this Association are to be congratulated on 
their progress and the splendid results of their 
efforts, there is still work to be done within the 
bounds of our own membership. For example, 
we claim 1,158 members in our state association. 
Only 810 of this number have registered with 
the State Board of Health. Twenty-nine per cent 
of our membership has not yet registered as re- 
The 


registration of physicians in the state is below 


quired by the law which we sponsored, 
the average of the other professions. For ex- 
ample, 60 per cent of the 1,867 physicians in 
Florida have registered, while 92 per cent of the 
osteopaths, 78 per cent of the naturopaths and 
72 per cent of the pediatrists have already regis- 
tered ; 63 per cent of the members all professions 
sions have registered. 

While this law prescribes only $50.00 as 
punishment against those convicted, a_profes- 
sional man can not afford to place himself in the 


public eve as a law breaker. 


STATE NEWS ITEMS. 

Dr. Frederick J. Waas, Jacksonville, on re- 
quest of Dr. W. L. Ashton, secretary of the Lake 
County Medical Society, addressed the Kiwanis 
Club of Eustis recently, on organized medicine, 
safe-guarding health, and medical legislation. 

* 
Dr. b. 


sonville, attended the meeting of the State and 


L, Arms, State Health Officer, Jack- 


Provincial Health Authorities and the annual 
conference called by the Surgeon General of the 
U.S. P. H.S., held at St. Paul, Minnesota, June 
Sth and 9th, remaining for the meeting of the 
American Medical Association at Minneapolis 
the following week. 
* cs 

On June 12th, Dr. Frederick J. Waas, presi- 
dent of the Florida Medical Association, gave a 
very interesting talk before the applicants who 
were taking the examination of the State Board 
of Medical Examiners. The meeting was held at 


Dr. Waas 


talked on organized medicine, urged membership 


the Seminole Hotel in Jacksonville. 


in the Florida Medical Association, and paid 
quite a compliment to Dr. William Rowlett, sec- 
retary of the Board and his associates in their 
work in raising and maintaining ethical stand- 
ards for the doctors of the state. About fifty 
men were present at the meeting. 

*K * *K 


An examination was held in Minneapolis, 


Monday, June 11th, by the American Board of 
Otolaryngology. Forty-nine applicants were 
examined, forty-six being granted certificates. 


The New 


York City, Friday, October 12th, and in St. 


Board will hold an examination in 
Louis, Monday, October 15th. Those wishing 
to come before this Board should communicate 
with Dr. W. P. Wherry, secretary, 1500 Medical 
Arts Building, Omaha, Nebraska. 

The following resolutions were passed by the 
members of the Lake County Medical Society at 
a meeting held in Eustis, April 21st: 

“In the death of Dr. W. P. McKee this society 


and community has lost one of the old guards of 
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pioneer physicians. Dr. McKee located at Pitt- 
man, Florida, some forty vears ago, later moving 
to Eustis where he practiced his profession up 
to within a few weeks of his death, in a noble 
and inspiring manner. 

“He was a courageous physician, charitable to 
the needy and an untiring worker. By his early 
efforts, the Lake County Medical Society came 
into existence and he has remained through all 
the vears an ardent worker in this organization, 
having held at various times each of the several 
offices in the Society, and under his able leader- 
ship as president, saw his efforts rewarded and 
our organization well founded and striving to 
live up to his ideals of a Society. 

“By all those who knew Dr. McKee, he was 
loved and held in greatest esteem. He was one 
of the oldest among us and his pleasant person- 
ality and good humor made his friendship de- 
sired by everyone. The medical profession has 
suffered a definite break in its ranks which will 
be difficult to fill.” 

* * x 

Dr. L. B. Mitchell of Tamna sailed from Mon- 
treal for Liverpool June 7th. From Liverpool 
Dr. Mitchell will go to Paris to join the Inter- 
state Post-Graduate Medical Association of 
North America. He will attend the clinics in 
Berne, Munich, Vienna, Prague and Berlin. He 
expects to return home about the first of October. 
Dr. Mitchell is accompanied by Mrs. Mitchell. 

Dr. Ralph Greene, Jacksonville, in his capacity 
as Lieutenant-Colonel Medical Reserve Corps, 
has been detailed to a tour of duty at the School 
of Aviation Medicine, Brooksfield, San Antonio, 
Texas. Dr. Greene wiil be remembered as the 
pioneer flight surgeon and is said to be the first 
physician to have undertaken a study of the med- 
ical aspects of aviation by actually going into the 
air. The original studies were conducted at San 
Antonio during the Mexican Border concentra- 
tion of troops in 1916. As the result of the aerial 
observations made at that time, it was deemed 
advisable to establish a special school for the 
training of medical officers for the duty of exam- 
ining aviators. Dr. Greene has been given offi- 
cial credit for the initial movement resulting in 
the present School of Aviation Medicine which 
is said to be the only one in existence. 

* * * 

Dr. J. L. Kirby-Smith announces the removal 
of his offices to 511-13-15 Greenleaf and Crosby 
Building, Jacksonville. 


The Hillsboro County Medical Society enjoyed 
a picnic at Indian Rocks Beach on the afternoon 
of June 28th. The entertainment consisted of 
vaudeville acts, dancing and a picnic dinner 
which was prepared and arranged by the Hills- 
boro County Woman's Auxiliary. About fifty 
doctors and their families attended and the occa- 
sion was very much enjoyed. 


* * 


For the first time in the South there will be 
held a medical association whose procedure is 
unique and of remarkable interest. The Inter- 


Medical 


North America will meet in Atlanta, Georgia, 


state Post-Graduate Association of 
October 12th to 19th, inclusive. This association 
in 1926 met in Cleveland, Ohio, wi.-re nearly 
5,000 practicing physicians were registered. At 
the Kansas City meeting last October, 5,200 
were registered. Those who come to this re- 
markable sort of medical meeting will really be 
given a post-graduate course by the leading 
medica! men of this country and abroad. The 
daily meetings are held from 7 a. m. to 1 p. m., 
from 2 to 5 p.m. and from 8 to 10 p.m. Every 
one who has attended these meetings has been 
amazed by the magnitude of the work done, by 
its quality, by the number of distinguished guests 
and by the remarkable interest aroused. It is 
hoped that every physician in the southern states 
who can possibly do so will plan now to attend 
this meeting. The only charge imposed on phy- 
sicians who are in good standing in their county, 
state and national organization is a registration 
fee of $5.00. 
x * x 
The Putnam County Medical Society held its 
regular monthly meeting at Crescent City, July 
{th. 
* ok Ox 
The following members of the Escambia 
County Medical Society attended the last month- 
ly meeting of the Walton-Okaloosa County 
Medical Society held at DeFuniak Springs: Drs. 
John Bell, C. J. Heinberg, John Carter, Herbert 
Bryans, Don Frazier, M. A. Lischkoff and W. C. 
Payne. 
* * ok 
Dr. H. B. Jenkins has taken over Dr. L. W. 


Martin’s practice at Punta Gorda while the latter 


is doing post-graduate work in eastern clinics. 
(Continued on page 42) 
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CHARLES BRAXTON McKINNON. 

After a long illness, Dr. Charles Braxton Mc- 
Kinnon, a descendant of the old Scotch families 
that settled Walton county more than 100 years 
ago, died at DeFuniak Springs, Saturday, June 
9, 1928. He was the son of Colonel Neil J. Mc- 
Kinnon, a veteran of the Civil War, and _ his 
mother, Bell Ann, was a daughter of Colonel 
John L. McKinnon, who commanded a regiment 
in the Seminole Indian War. Dr. McKinnon, 
himself, was regimental surgeon of the First 
Florida Infantry in the Spanish-American War 
and practiced his profession in Pensacola for a 
few vears just prior to 1898. Until stricken by 
illness, he was active in political and civic life. 
and was an the first Presbyterian 
Church at DeFuniak Springs. Besides his wife, 
he leaves two sons, Charles Braxton, Jr., and 


elder in 


Gerald ; two daughters, Gwendolyn and Emma- 
belle, and a large number of kinsmen throughout 
West Florida. 
J. H. Pirrront, M.D., 
Necrologist. 





The Volusia County Medical Society held its 
annual picinc at DeLeon Springs June 12th. 
About twenty-five members, their wives, children 
and a few friends, made up an attendance of 


seventy-five. 


The regular monthly meeting of the Broward 
County Medical Society was held at Fort Lau- 
derdale June 8th. Preceding the meeting, a 
dinner was served at the Angelus Club. Guests 
invited to read papers were Doctors G. R. Hol- 
den, N. M. Heggie, Robert McIver and Shaler 
Richardson of Jacksonville. The members of 
the Dade County Medical Society were invited 


to attend the meeting. 


Dr. John H. Mitchell, who for the past vear 
has served on the resident staff of the St. Luke’s 
Hospital of Jacksonville, announces the opening 
of offices in the Professional Building, Jackson- 
ville. Dr. Mitchell will do general practice. 


Dr. and Mrs. W. S. Miller of 


spending some time in New York where Dr. 


Palatka are 


Miller 1s domg post-graduate work in surgery. 
(Continued on page 44) 
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Dr. John D. Gable of the United States Vet- 
erans’ Bureau Hospital, Lake City, spent two 
weeks of the past month in Anniston, Ala., on 
active duty as major in the U. S. Army Medical 
Reserve Corps. 

+e « 

Dr. and Mrs. J. H. Pierpont of Pensacola 
have just returned from Lexington, Va., where 
they attended the graduating exercises of the 
Washington and Lee University, their son, An- 
drew Warren Pierpont, being a graduate. 

. ¢ @ 

The De Soto-Hardee-Highlands County Med- 
ical Society held its last monthly meeting in 
Sarasota, June 12th. Dr. G. W. Withers of 
Sarasota read a paper on “Congenital Pyloric 
Stenosis.” 

x ok * 

Dr. George A. Lassman of Tampa recently 
spent three weeks in New York City doing post- 
graduate work. 

.*« ws 

Dr. R. B. Harkness of Lake City attended the 
recent international convention of the Rotary 
Club held at Minneapolis, following which he 
is touring the Pacific Coast. He expects to re- 
turn to Lake City about August Ist. 

’e @ 

The Volusia County Woman's Auxiliary 
was recently organized at a meeting held at 
the home of Dr. and Mrs. J. E. Taylor of De- 
Land. The following officers were elected: 
president, Mrs. J. E. Taylor, DeLand; vice- 
president, Mrs. Ralston Wells, Daytona Beach ; 
secretary-treasurer, Miss Martha West, DeLand. 

* * * 

Dr. M. B. Herlong of Jacksonville was re- 
cently elected chairman of the city commission. 
For several years Dr. Herlong has served as 
health commissioner of Jacksonville. 

x Ok Ok 

Dr. O. W. Gardner of Greensboro recently 
attended a meeting of the alumni of Emory Uni- 
versity in Atlanta. 

. £2 

Dr. N. A. Upchurch, city health officer of 
Jacksonville, was recently elected president of the 
Food and Drug Officials of the southeastern 
states. 

ee * 

Dr. E. C. Levy of Tampa recently returned to 
Richmond, Virginia, after having served for 
three years as chief health officer of ‘Tampa. 

(Continued on page 46) 
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Dr. S. R. Norris of Jacksonville, who has been 
spending several weeks in Philadelphia and New 
York, recently returned home. 

2 * 

At a recent meeting of the St. Lucie-Okeecho- 
bee-Indian River-Martin County Medical So- 
ciety held at Vero Beach the following officers 
were elected for the ensuing year: president, 
Dr. J. A. Newnham, Stuart; vice-president, Dr. 
kK. b. Hardee, Vero Beach; secretary, Dr. C. L. 
Davis, Okeechobee. 

x * x 

The next meeting of the State Board of 
Medical Examiners for the State of Florida will 
be held in Marianna, November 12th and 13th, 
1928. - = 2 

The Lake County Medical Society held its 
May meeting, Thursday, May 4th, at the White- 
house Restaurant, Eustis. Ten members were 
present. Following luncheon, Dr. Walton M. 
Lott, Clermont, read an interesting paper on 
“The Diagnosis of Pulmonary Tuberculosis” 
and discussion followed. At the June meeting 
Dr. H. G. Holland of Leesburg read a paper on 
“The Indications of Blood Transfusions.” 

x * x 

The second bi-annual meeting of the Florida 
Fast Coast Medical held at 
Miami, May 31st and June 1st. 

This society is in its infancy as yet, but from 


Association was 


all indications it gives promise of developing 
into a very lusty youngster following weaning 
time, which will be the first of the coming 
November, at which time it will be about one 
year old. 

Miami is to be congratulated upon the success 
of the meeting, and all who attended were sur- 
prised at the excellence of the surgical and med- 
ical clinics held at the Jackson Memorial Hos- 
pital on theafternoon of May 31st. Preceding the 
clinics, the physicians of Miami gave an enjoy- 
able luncheon at the hospital to the visiting doc- 
tors and their wives. Clinics were also held at 
the Allison Hospital, the Gowdy Hospital and 
the Victoria Hospital. 

Those who performed operations and gave 
demonstrations at the Jackson Memorial were: 
Drs. Walter Jones, John C. Turner, John W. 
Snyder, John A. Simmons, R. O. Lyell, Ralph 
Gowdy, Thomas Hutson, C. F. Sayles, R. J. 
sascom H. Palmer, G. E. Chandler, 
H. Kennon, E. S. Nichol, 


Pearson, 


E. C. Thomas, C. 


(Continued on page 48) 
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Warren Quillian, Robert Harris, O. G. McKen- 
zie, Milton M. Coplan, Roy J. Holmes, E. Clay 
Shaw, Chas. D. Cleghorn, A. L. Babcock, A. H. 
Weiland, F. A. Vogt, W. P. Stowe, I. C. You- 
mans and Buist Litterer. 

On the evening of May 31st, a banquet was 
given at the Columbus Hotel, which was con- 
vention headquarters. The speakers of the eve- 
ning were: Dr. Frederick J. Waas, Jacksonville, 
the popular president of the Florida Medical 
Association, and Dr. W. E. Van Landingham, 
West Palm Beach, Councillor for the fifteenth 
district. Following the banquet, a dance was 
held in the dining-room of the hotel. 

June 1st was devoted to the meeting of the 
scientific section. Those reading papers before 
the meeting were: Drs. W. A. Oughterson, West 
Palm Beach; Kenneth Phillips, Miami; A. H. 
Weiland, Miami; Leigh F. Robinson, Fort Lau- 
_ derdale; C. W. Shackelford, West Palm Beach ; 
I. M. Hay, Melbourne; M. D. Kirsch, Miami; 
Irederick J. Waas, . Percy L. 
Dodge, Miami; J. Ralston Wells, Daytona 
Beach; R. Henry Baldwin, West Palm Beach, 
and James F. Carlisle, Berney S. Clay and John 
I. Hall, of West Palm Beach. 

The Dade County Medical Society held its 
regular monthly meeting the night of June Ist, 
and all the visiting physicians were guests of the 
Society. Papers were read at the night session 
by Drs. M. P. DeBoe, Miami; Roy J. Holmes, 
Miami, and Elliott M. Hendricks, of Fort Lau- 
derdale. Following the meeting, the Dade Coun- 
tv Medical Society gave a smoker to the visitors. 


Jacksonville ; 


The visiting ladies were entertained by the 
I.adies’ Auxiliary with theatre and bridge par- 
ties, and all report having had an excellent time. 

Dr. Waas, speaking officially, as president of 
the Florida Medical Association, stated that in 
his opinion, the formation of the East Coast 
Medical Association was a valuable adjunct to 
the state organization, as it had a tendency to 
stimulate interest among its members, not only 
on account of its promotion of scientific medi- 
cine, but also on account of having a tendency to 
bring the individual members into closer contact 
with each other. It was pointed out by him that 
the lower east coast had never been active in 
affairs concerning state medicine, and that they 
had taken little or no interest in the meetings of 
the state Association. It was also stated that the 


physicians along the lower east coast were prac- 


tically strangers to each other, since the major- 
(Continucd on page 50) 
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ity were recent comers to Florida, and that prior 
to the organization of the East Coast Associa- 
tion, they did not know their brother physicians 
in adjacent towns. These two meetings have 
caused the doctors up and down the east coast 
to become better acquainted than otherwise 
would have been possible within twenty years. 

It was voted to hold the next meeting at Day- 
tona Beach, about the first of November. Pre- 
ceding this meeting, all physicians residing 
within Duval and St. Johns counties will be sent 
invitations to attend, with the tentative purpose 
of having these counties affiliate themselves with 
the organization. Both are eligible, since they 
belong to the east coast. 

Too much praise cannot be given the physi- 
cians of Miami for their untiring efforts in mak- 
ing the meeting the success that it was. In this 
connection, it may be stated that most of the 
work associated with the meeting was borne by 
the secretary, Dr. Roy J. Holmes. He is a “live 
wire,” and anything that he undertakes is always 
carried to a successful termination. Without 
Roy, the east coast would never have been the 
success that it has. He is congenial, untiring, 
efficient and an all around good man. Tersely, 
it may be stated that he is the “works” of the 
Association, and to know him, is to admire him. 

All physicians in good standing with the State 
Association are invited to attend the Daytona 
Beach meeting in November, since it will be the 
pleasure of the east coast to demonstrate to their 
brethren throughout the state that this is one of 
the livest medical organizations within the con- 
fines of Florida. 


FOR SALE 

Complete Eye, Ear, Nose and Throat outfit. 
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Brawner’s Sanitarium 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, eiectrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 
Atlanta, Ga. 


DR. JAS. N. BRAWNER, Medical Director. 
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